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We say, therefore, War belongs not to the prov- 
ince of Arts or Sciences, but to the province of 
social life. 

—GENERAL KARL VON CLAUSEWITZ 


N ANY culture the role of the physician 

is defined, structured, and limited by 

his own expectations, by those of his 
patients, and by those of society. The 
physician expects to perform certain serv- 
ices related to the prevention and treatment 
of illness and the promotion of health, in 
return for which he usually receives the re- 
spect and gratitude of his patients, certain 
amounts of money or goods, and some social 


*Honorable Mention, the Sir Henry Wellcome 
Medal and Prize Competition, 1955. 

tDirector, Malcolm Bliss Psychiatric Clinic, St. 
Louis City Hospital; Instructor in Psychiatry, 
Washington University School of Medicine, St. 
Louis, Mo. Formerly Captain, M.C., AUS. 

The opinions expressed in this article are those of 
the author and do not necessarily represent official 
policies of the United States Department of Defense 
or Department of the Army. 

The observations on which this paper is based are 
derived from the author’s experience as an en- 
listed soldier, from November 1942 to March 1946; 
as a medical officer at a United States Marine Hos- 
pital, from July 1949 to July 1950; and as Assistant 
Chief and later Chief of the Mental Hygiene 
Consultation Service, United States Army Anti- 
Aircraft Artillery and Guided Missile Center, Fort 
Bliss, Texas, from April 1953 to July 1954, during 
which period over 2000 soldiers were evaluated 
and/or treated at that facility. 


satisfactions derived from his status in the 
community. The patient expects the phy- 
sician to provide help with problems which 
ordinarily but not always relate to matters 
of mental or physical health or illness: to 
listen to the patient’s complaints, to ex- 
amine him if necessary, to determine the 
nature of his disorder or problem, and to 
prescribe the remedies required for the re- 
lief of the patient’s symptoms or the solu- 
tion of his problems. The larger social 
organization in which the physician func- 
tions also expects him to behave in accord- 
ance with certain patterns defined for him 
in that particular social environment. In 
civilian life, however, these traditional pat- 
terns are defined in a manner sufficiently 
implicit, loose, and flexible so that the phy- 
sician is seldom consciously aware of the 
role limitations imposed on him by society. 
. The physician usually believes that the 
needs of the patient are deemed paramount 
in medical practice, and this is probably 
true in the civilian social organization. 
Society does not permit the physician—in 
most cases—to gratify his own desires for 
power, excessive wealth, sexual intimacies, 
or even “scientific experimentation” at the 
expense of the patient. And the physician 
is not allowed to perform certain procedures 
(for example, therapeutic abortions in some 
communities) even when he may honestly 
believe that such procedures are required 
95 
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for the best care of the individual patient. 
Nevertheless, most of the time the civilian 
physician is able to orient himself primarily 
toward the needs and expectations of the 
patient. 

In the military situation, however, the role 
of the physician is defined in a somewhat 
different way. The military services con- 
sider that the requirements of the social 
group (or the nation) are pre-eminent, and 
that the needs and expectations of the in- 
dividual patient and of the physician are 
secondary. This pragmatic structuring of 
the military medical role plays an especially 
important part in the functioning of the 
military psychiatrist, most particularly when 
he essays psychotherapeutic techniques in 
the treatment of maladjusted or emotionally 
disordered servicemen. It is the purpose of 
this paper to describe the manner in which 
the role of the psychotherapist in military 
training centers is defined, structured, and 
limited by the expectations of the military 
service, the therapist himself, and _ the 
patient; and also to delineate the ways in 
which the psychotherapist can operate most 
efficiently in relation to those expectations. 


THE ARMy’s EXPECTATIONS* 

The mission of our Armed Forces is, in 
general, to protect and defend the United 
States. In order to accomplish this mission 
efficiently and with the least expense of 
money and man-power, the military estab- 
lishment must structure and regiment its 
entire functional apparatus to the smallest 
detail. The mission of the Army Medical 
Service is a subordinate one: “To conserve 
the fighting strength.” The mission of the 
Army psychiatrist—“prevention, diagnosis, 
and treatment of emotional and personality 
problems [and] mental disorders . . . oc- 
curing in military personnel”**—is further 


subordinate, and, by published regulation 





* Specific terms relating to the Army are used 
here and later, because I am most familiar with 
that military organization. However, discussion with 
Air Force, Navy and Public Health Service psychia- 
trists leads me to believe that the principles pre- 
sented herein apply in general to the other military 
services as well. 


and procedural implication, the Army im- 
poses rigid limits on the psychiatrist in terms 
of goal, time, and area of function. 

As to the goal of psychiatric evaluation 
and therapy, it seems clear that the Army 
expects the psychiatrist simply to salvage 
those soldiers who might adapt successfully 
to military service, and to expedite the 
separation from military service of those 
soldiers who probably will not adapt. The 
specific mission of the training center psy- 
chiatrist is defined in Army Regulations® 
as follows: “To assist those individuals who 
have correctible maladjustments to adjust 
to Army service and to eliminate those 
mentally or emotionally unstable individuals 
who are or may become a distinct liability 
to military training, discipline, and morale 
during the early weeks of training.” More 
generally, the training center psychiatrist 
is directed to “deal with problems of emo- 
tional adjustment, classification and/or re- 
classification, disposition, screening . . . and 
the prevention of mental disorders.’’* And 
again by Army directive: “In the military 
hospital the primary mission of the psy- 
chiatrist and his professional associates is 
to provide for each patient so far as possible 
the kind of therapeutic program which will 
fit him to return to productive military 
service. 15 

The Army expects the psychiatrist to 
achieve this goal quickly and efficiently. Any 
recommendations for change in assignment 
or for separation from the service are to be 
initiated as early as possible in the soldier’s 
military career. Economic use of time, 
money, and man-power is always stressed, 
and the Army clearly considers the rapid 
treatment of many patients so that they will 
be able to perform effectively in their mili- 
tary duties, more important than the pre- 
longed treatment of a limited number of 
patients to produce deeper and more last- 
ing changes in basic character structure. In 
a study described in more detail later, Weiss, 


* The prevention of mental disorders in military 
training centers, while a problem of greatest im- 
portance, is not specifically relevant to the theme 
of this article and will not be discussed here. 
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Hill, and Boyer*® reported obtaining good 
results at an Army Mental Hygiene Con- 
sultation Service using a psychotherapeutic 
program in which ninety-four per cent of 
the patients seen were studied and treated 
in six interviews or less, with three inter- 
views per patient as the median number. 

The Army also limits the training center 
psychiatrist in terms of his area of func- 
tion. His mission is secondary to the over- 
all mission of the training center, i.e., to 
train soldiers in the performance of military 

luties. As Chapman’ has noted, the psy- 
chiatrist is not able to radically change or 
reorganize the training environment to meet 
the personality needs of individual recruits. 
Nor will the psychiatrist be allowed to inter- 
fere to any important degree with the prog- 
ress in training of the individual soldier; 
it should be remembered that training pro- 
grams are often so intensive that even one 
missed hour per week may be hampering. 

In addition, the psychiatrist is expected to 
adjust his medical decisions to accord with 
frequent and sometimes contradictory direc- 
tives concerning the rapid shifts in over-all 
military man-power needs. In certain situa- 
tions, at certain times, the basic premise is 
that almost every inductee can be utilized 
in some capacity to be of value to the Army 
—not necessarily as a combat soldier, but 
perhaps as a cook, a clerk, or a carpenter. 
In other periods, especially during peace 
time, the Army policy is to retain on active 
duty only the most efficient and best qualified 
soldiers. 

Guttmacher’ has pointed out that many of 
the lessons learned through the bitter and 
difficult experiences of psychiatrists work- 
ing in World Wars I and II have been inte- 
grated into official Army policy. The Army’s 
expectations require that the psychiatrist 
with these basic 


perform in accordance 


empirical principles :* 

* The principles cited are surprisingly similar to 
those recommended by Colonel F. R. Hanson* for 
the treatment of combat psychiatric casualties in a 
theater of operation, viz.: “A. Treatment as far 
forward as possible. B. Centralization of screening, 
treatment and evacuation. C. Avoidance of hos- 
pital atmosphere.” 
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1. “Psychiatric treatment is most 
effective when carried out early .. ."%* A 
review of the entire psychiatric experience 
of. World War II, made at the end of the 
war, indicated that intensive psychiatric 
screening at induction stations was im- 
practicable.’° Evaluation (and treatment or 
separation) of possible psychiatric casualties 
during the early weeks of training proved 
most effective in terms of prevention of later 
disability or maladaptive performance. The 
psychiatrist who examines a soldier after 
that man has undergone a few weeks of 
military training has available vital evidence 
about that individual’s functionl capacity to 
perform in the Army environment—which 
evidence is, of course, usually lacking at the 
time of induction. And in those early weeks 
of training, maladjustments to military serv- 
ice appear to be amorphous and unfixed, 
and the patients demonstrate remarkable 
plasticity and capacity for change; whereas 
the longer individuals are able to utilize 
psychological mechanisms which promote 
maladaptive reaction patterns, the more 
probable it is that these patterns will tend 
to become stabilized, fixed, and difficult to 
alter. 

2. “Whenever possible, psychiatric evalua- 
tion should be accomplished in outpatient 
facilities or at Mental Hygiene Consultation 
Services. In many instances . . . treatment 
can and should be instituted without hos- 
pitalization. Effective application of psy- 
chiatric principles [on an out-patient 
basis ] is in the best interest of the 
patient and results in savings in man-hours 
at duty, hours of professional services and 
hospital bed space.”** In most cases, emo- 
tionally ill or maladjusted soldiers are best 
treated away from the hospitals. Cruvant? 
has emphasized the danger of producing 
iatrogenic emotional illness or exacerbation 
of illness through hospitalization, and other 
authers’®'* have recognized that unnecessary 
hospitalization often aggravates the patient’s 
emotional disorder and fixes his neurotic 
symptoms. There are other reasons why 
hospitalization of maladjusted soldiers has 
been found to be generally inefficient: hos- 
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pitalization often involves delays and pro- 
longed absences from training; hospital 
personnel are often isolated from and un- 
familiar with the immediate problems and 
conflicts of the field environment; hospital 
personnel frequently make recommendations 
that are impracticable in terms of the orien- 
tation and needs of the line officers.* 

3. “Such clinics function best in close 
association with troops and . . . should be 
established apart from any hospital facilities, 
and patient contact will be on an ambulatory 
out-patient basis.’”** It is most important 
that the psychiatric unit be organized within 
the training area, where the men can con- 
veniently leave their unit to come for inter- 
views, and where the unit commander or 
dispensary medical officer can conveniently 
confer with the psychiatrist. To be truly 
useful to the unit commander and the men 
he commands, the psychiatrist must ap- 
preciate the difficulties and demands in- 
digenous to the training situation, and he 
must be in constant contact with the officers 
and men in the training area. 

A corollary to this and the preceding 
principle is that the maladjusted trainee 
should be required to remain on duty status 
in his own unit whenever possible. He must 
then maintain some sort of adjustment to his 
duties and to the group who serves with him 
in his daily life, and he continues to be 
supported through identification with that 
group. The patient’s “flight into illness” will 
not be reinforced by the advantages he 
might gain if he were assigned to easier 
duty, nor by the rationalization that the 
medical officers must consider him very ill 
since they have not required him to continue 
in his usual job. Other trainees will realize 

* At a time when soldiers were desperately needed 
for combat service in Korea, a hospital psychiatrist 
of my acquaintance made the serious recommenda- 
tion regarding a trainee who had been a violinist 
in civilian life and who presented only vague sym- 
toms of occasional mild epigastric distress, that 
this man be assigned as a violinist to “an Army 
Music Center,” and also that he be given a special 
bland diet for the duration of his tour of duty in 
the Army. 





that utilizing similar mechanisms to seek 
escape from duty is futile in accomplishing 
that purpose, and the training program will 
not be disrupted. 
4. “The training center neuropsychiatrist 
will be assisted by psychiatric social 
workers, clinical psychologists, specialist en- 
listed technicians, and clerical personnel : . . 
as necessary to accomplish the designated 
mission.”*® Official Army policy includes 
recognition of the value of cooperative col- 
laboration in the study and treatment of 
emotionally disordered patients; the Army 
expects the psychiatrist and his professional 
associates to work together as a “team.” 


THE THERAPIST’s EXPECTATIONS 


The doctor in uniform faces a challenging 
dilemma. As has been noted, the physician 
represents a humanitarian profession which 
emphasizes in civilan life the primary im- 
portance of the needs and rights of the in- 
dividual patient. In military service the phy- 
sician, as an officer and a soldier, also 
represents the Armed Forces, whose modus 
operandi requires that the needs of any in- 
dividual member (doctor as well as patient) 
be considered subordinate to the needs of 
the total social organization. 

The therapist who expects to function 
solely as an adviser and helper to the patients 
who come under his care, finds that he must 
be first an adviser and helper to the line and 
command officers whose problem children 
these patients are. The therapist finds that 
he cannot be truly effective as a physician, 
a psychiatrist, or a psychotherapist, unless 
he understands and deals with the needs and 
requirements of the line and command 
officers, and gains their support. This may 
be difficult: many line officers—and some 
inexperienced therapists—believe that the 
role of the psychiatrist entails a priori anti- 
military and overly permissive attitudes ; that 
the psychiatrist protects the malingerer, ex- 
cuses the psychopath, and coddles the in- 
adequate soldier to the extent of recommend- 
ing separation from service whenever this 
is desired by the patient. If the therapist 
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himself, or if the line officer, regards this 
sort of behavior as fundamental to the 
therapeutic role, the psychiatric team will 
be fighting a losing battle. The line officer 
will hinder the referral of soldiers to the 
psychiatric facility, and will ignore or make 
more difficult the carrying out of the psy- 
chiatrist’s recommendations. The therapist 
can be, and should be, permissive in his 
relationships with individual patients; but 
he must seek solutions to the problems of 
those patients within existing military codes 
of behavior. To achieve any degree of 
therapeutic success, the psychiatrist must 
accept the fact that his mission—to return 
patients to effective military duty whenever 
possible—is subordinate to the mission of 
the line officer, and the psychiatric team 
must cooperate so that it will be considered 
by the line officer to be an integrated ele- 
ment of the military structure. 

The medical officer whose expectations 
regarding his role in the military organiza- 
tion are not realistic, may find that his 
frustrations are many and his satisfactions 
few. The subordinate nature of his mission 
may be injurious to his self-esteem. He may 
feel that his and general 
prestige are not comparable with his status 
in civilian life. He probably will meet with 
most of the other stresses common to all 
servicemen: separation from loved ones, 
financial loss, regimentation, discipline, and 


specific rank 


isolation. The psychiatrist in particular may 
find that he cannot adjust the therapeutic 
technique with which he is most comfort- 
able (for example, classical psychoanalysis ) 
to conform with the limitations of goal, 
time, and area of function imposed in the 
Army environment (although limitations as 
to specific types of therapy are generally 
quite flexible in the Army). And every day 
the psychiatrist interviews literally dozens 
of unhappy, depressed, stubborn soldiers, 
for each of whom the psychiatrist’s decision 
may be of tremendous importance. Thus, 
the psychiatrist is often tempted to identify 
with his patients and to become overly 
sympathetic and overly permissive; or to 
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over-compensate and to adopt a uniformly 
rigid, harsh, and severe attitude; or to with- 
draw and to treat the patients with apathetic 
and cursory indifference. 

Guttmacher? reported that efficiency of 
the Army psychiatrist increases with his 
length of service and with his greater 
familiarity with the specialized training 
methods and problems of his particular sta- 
tion. One major factor in such increased 
efficiency would appear to be the gradual 
adaptation of the psychiatrist to his role in 
the military service, so that he is able to 
make his expectations coincide with those 
of the Army. 


THE PAaTIENT’S EXPECTATIONS 


In view of the inevitable severe psycho- 
logical stresses and strains associated with 
military service, it is heartening to discover 
that most soldiers do have sufficient emo- 
tional stability and adaptive resource to ab- 
sorb and often to profit from military ex- 
perience. A significant number, however, 
are unable to adapt and frorn the start are, or 
later become, ineffective in the performance 
of their military duty. For some, maladapta- 
tion is not a primary reaction to the military 
situation but is directly related to pre-exist- 
ing defects in character, motivation, or apti- 
tude which were also overtly manifest in 
civilan life. 

Other men have had no overt severe ad- 
justment difficulties in civilian life but 
demonstrate various degrees of difficulty in 
adjusting to the military situation. As Perl™ 
has observed, “The sudden change to an en- 
tirely new kind of life threatens important 
ego needs and mobilizes huge amounts of 
anxiety. With few exceptions, without any 
transition the young man, a sovereign up 
to yesterday, finds himself under the order 
of corporate regimentation, has to learn and 
to do new things, and in a setting which is 
without privacy and without women. . 
Most difficult of all, he has to live a life 
in which he feels unimportant as an in- 
dividual.” The ego needs of self-assertion 
and awareness of personal identity are 
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threatened. The soldier is deprived of the 
support and gratification he usually obtains 
from family and friends. (Even if he can 
bring his family to a military post with him, 
he encounters special problems relating to 
finances, housing, and free time.) Prestige 
and status satisfactions are often lacking. 
The soldier may not evaluate his period of 
military service as worthwhile or essentially 
righteous. Perl many 
soldiers demonstrate a “complete lack of 
understanding of the social and public char- 
acter of military service. Lacking 
motivation for military service has plagued 


recognized _ that 


American military leaders and statesmen 
ever since the Revolutionary War... .” Psy- 


chiatrists working in military training 
centers learn quickly that many inductees 
regard their period of Army service as an 
imposition rather than as an obligation or 
responsibility. Civilians as well often regard 
the Army as a definite “out-group,” which 
may be related to the fact that Americans 
are reared to live in and appreciate an en- 
vironment which is generally unauthoritative 
and comparatively unregimented. 
Furthermore, the soldier may find other 
demands, of the military training situation 
distressing in the extreme. The psychologi- 
cal and geographic isolation, the regimenta- 
tion, the discipline, the strenuous physical 
existence are all possible stress-producing 
factors. Uncertain as to his military future, 
the soldier also develops tension as he awaits 
assignment which may mean possible dis- 
comfort and danger or relative ease and 
safety. And, contrary to popular psychiatric 
belief, dependency gratifications are not 
easily available in the first few weeks or 
months of military service. There is too 
much uncertainty, too much strangeness, too 
much that is new to learn and to do, too 
much fear regarding the possible 
sequences of failure. The psychiatrist fre- 
quently sees a new trainee who honestly 
believes that he might be shot by a firing 
squad if he is not able to repeat all of the 
orders of the guard when challenged, or 
who is too frightened to ask his First Ser- 


con- 
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geant about making application to a specialty 
school where the trainee desires to be as- 
signed and where he might be urgently 
needed, or who is too confused to know how 
to go about arranging for an emergency 
furlough after a parent’s death. Dependency 
gratifications become easy to obtain only 
after the soldier gains a relatively stable 
assignment and learns the routine and re- 
quirements. 

It is no wonder, then, that some soldiers 
find the situation intolerable and develop 
“symptoms” as a means of escape. Such 
“conversion-like” symptoms, usually involy- 
ing some sort of physical disability, are the 
most presenting complaints of 
patients referred to the training center psy- 
chiatrist. These symptoms differ from those 
of the classical conversion reaction (“‘hys- 
teria”) in the patient’s almost conscious 
awareness of their origin, and in that origin 
itself: As Freud® long ago noted, the war 
neurosis arises out of a struggle against 
the hostile forces of the external world, as 
contrasted with the usual neurosis which 
develops out of primarily intrapsychic con- 
flicts. The nature of the soldiers’ complaints 
appears to be a derivative of the amazingly 
forceful social pressures directed on every 
individual as soon as he becomes a member 
of the military organization. Thus, the 
patient cannot admit to his superiors, his 
fellows, or sometimes even to himself, that 


common 


he is lonesome, homesick, frightened, con- 
fused, or generally miserable. He can com- 
plain, and often arouses sympathy by doing 
so, of an aching back or an aching head, of 
pains in the feet or pains in the belly, or 
amnesia or paralysis. 

Such symptoms provide a primary gain 
to the patient of obtaining security, affec- 
tion, and relief from intolerable tension. As 
soon 2s the soldier develops the symptoms, 
however, he almost invariable discovers and 
capitalizes upon secondary gains, which are 
the superimposed and usually obvious ad- 
vantages that he can derive from “being ill.” 
Such advantages may include the possibility 
of escape from a particular military en- 
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vironment, or from rigorous or dangerous 
assignment, or from any military service at 
all; the possibility of special care and con- 
sideration, as well as sympathy from fellows 
and superiors; the possibility of immunity 
from responsibility and/or the acquisition 
of free time; and, finally, the possibility of 
presenting an acceptable excuse for failure 
or of obtaining grounds for rationalization 
allowing self-pity and __ self-justification. 
Awareness of such secondary gains is some- 
times conscious and obvious to the patient. 
More often, awareness is not quite admitted 
to a conscious level, but it is never far 
beneath the surface of consciousness. It is 
surprising to the civilian psychiatrist to learn 
how readily such patients accept and admit 
to interpretations concerning these second- 
ary gains, 

It should be remembered that 
secondary gains are not only satisfying to 
the patient and tolerable in his conscience, 
but that the entire mechanism operates to 
settle a conflict in the patient’s favor. Once 
having developed the symptoms, the patient 
finds it to his advantage to maintain them, 
and he therefore approaches any discussion 
of his “illness” in a defensive manner. To 
tell the patient, “There is nothing wrong 
with you,” or “Your trouble is all imagin- 
ary—forget it!” only serves to drive him 
to hold on more tenaciously to his symptoms, 
simply because ‘his ego suffers further in- 
sult if he does not strongly defend his self- 
esteem against this type of attack. 

At the time of his first contact with the 
psychiatric facility, then, the soldier’s ex- 
pectations are usually quite vague, and his 
approach is wary, guarded, and defensive. 
He often feels that previous treatment has 
been impersonal, inadequate, without under- 
standing—perhaps even callous—and_ that 
he may receive similar treatment from the 
psychiatrist, or he may expect the psy- 
chiatrist to be somehow “different,” provid- 
ing warm comfort and paternal guidance. 
The soldier seldom understands very much 
about the real role and function of the psy- 
chiatrist, and has heard only that the 


such 
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psychiatrist is an officer who can arrange 
for individuals to be separated (honorably 
or otherwise) from military service, hos- 
pitalized, assigned to easier duty, or returned 
to full duty. In most cases, the soldier’s 
referral to the psychiatrist is an indication 
that the soldier has not been satisfied with 
his present duty. He may want only an 
easier or more comfortable duty assign- 
ment; he often wants complete separation 
from the service, and sometimes is deter- 
mined to get out of the Army at any cost. 
He may feel that seeing the psychiatrist is 
in the nature of a gamble, or he may have 
been ordered to report to the psychiatric 
facility by a superior officer, and be angry 
or frightened at the referral. He may hope 
to be hospitalized, or he may believe that 
to be “locked up in a psycho ward” is the 
worst calamity that could befall a human 
being. The soldier may be looking for some- 
one to take his side against another person, 
or he may want to provoke a quarrel to 
prove to himself that the Army is a hostile 
organization administered by hostile and 
dangerous people. He may want to convince 
himself that he has tried everything without 
obtaining any alleviation of his symptoms, 
so that he is justified in continuing his 
present behavior, or he may blame himself 
for his difficulties and want absolution. In 
any case, he invariably has a reason for his 
symptoms, and these symptoms are justifia- 
ble to the patient. 

The patient’s expectations as to the role 
of the psychotherapist are thus formulated 
as an indistinct amalgamation of ideas de- 
rived from various civilian and military ex- 
periences. The civilian patient generally 
ascribes to the physician the character of a 
powerful but benevolent parental figure, who 
brings about in some usually mysterious way 
changes which provide the patient with 
physical and mental comfort and well-being. 
Because of the military physician’s uniform, 
rank, and obvious privileges, however, the 
Army medical officer may also represent to 
the patient an authoritarian figure backed by 
all the power of the military disciplinary 
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system, in a position to retaliate and harm 
the patient if the medical officer so desires. 
OPERATIONAL APPLICATIONS 

The psychiatrist without previous mili- 
tary service usually requires four to six 
months’ experience in the Army situation 
to gain some understanding of the role he is 
expected to play. At this time, aware of the 
structure and definition of his role as previ- 
ously discussed, the psychiatrist may be 
quite puzzled and ask, “Within the confines 
of this limited role, how can I possibly prac- 
tice ‘good’ psychotherapy as I learned it in 
civilian life?” 

The answer is that the basic principles 
of productive psychotherapeutic practice 
still obtain in the military situation, but 
these principles must be modified to meet 
the particular requirements of that particu- 
lar situation.* That such modified psycho- 
therapeutic practice can be effective is indi- 
cated in the follow-up study by Weiss, Hill, 
and Boyer” of all patients (434 in number) 
seen at the Mental Hygiene Consultation 
Service, Fort Bliss, Texas, during a six 
months’ period in 1952. Of the total num- 
ber—204 studied and 
treated at that 
for return to full duty, 183 (ninety per 
cent) were later considered by line officers 


cases—who 
Service and recommended 


were 


to have adjusted to military life and to have 
performed effectively as soldiers in full 
military duty. Other psychiatric 
facilities have informally reported equally 


similar 


good results. 

The basic operational plan for psychiatric 
teams at military training centers might best 
be categorized into three phases: (1) refer- 
ence, (2) evaluation and therapy, and (3) 
disposition and follow-up. The reference 
phase requires that the psychiatrist estab- 
lish a good working relationship with non- 
psychiatric military personnel at his particu- 
lar station, so that the latter will be willing 


* The basic principles and techniques of the psy- 
chotherapeutic method have been 
various books and articles. The reader is especially 
recommended to those references listed under ‘“Ad- 
ditional Bibliography” at then end of this paper. 


discussed in 





and able to refer to the psychiatrist any 
soldier whose behavior in any way presents 
a problem—to unit cadre cor line officers, to 
administrative or command officers, to other 
medical officers, or to the soldier himself. 
Any member of the training center organiza- 
tion should feel free to refer prospective 
patients. In practice, the majority of cases 
are referred by medical officers from unit 
dispensaries, but many patients are referred 
by unit commanders, staff and special sec- 
tion officers, chaplain, legal officers, and 
others. 

The evaluation and _ psychotherapeutic 
phase begins with a social case work study, 
preferably conducted by a psychiatric social 
worker. This worker examines briefly the 
nature of the individual’s presenting com- 
plaint, the relationship of this complaint to 
the individual’s personality structure, and 
the inter-relationship of both of these to 
the patient’s past and present reality situa- 
tion, with emphasis on the current military 
maladjustment and the interpersonal rela- 
tionships of the trainee with his fellows and 
with his superior non-commissioned and com- 
missioned officers. 

The patient is then seen by the psychia- 
trist for one or more interviews oriented 
toward both evaluation and treatment. Psy- 
chological examinations may be indicated at 
this point, and an informal or formal “team 
conference” to discuss evaluation, plans for 
therapy, and disposition possibilities may be 
helpful. 

Either during the course of study or when 
evaluation and treatment is terminated, each 
patient must be recommended for one of four 
basic dispositions: (1) return to full duty 
with no limitations; (2) modified duty, with 
possible reclassification or reassignment to a 
different job or unit; (3) hospitalization ; or 
(4) separation from the military service 
under the provisions of various regulations 
for medical or administrative discharge. Fol- 
low-up interviews are carried out in selected 
cases to correlate the treatment program and 
the recommendations of the psychiatrist with 
the performance of the individual soldier in 
his unit. 
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The successful military psychotherapist 
must be sufficiently flexible in his attitudes 
so that he can adopt for his own use the 
techniques of social case work as well as 
those of psychiatry. These techniques of 
social case work are in essence very similar 
to those found most effective in military psy- 
chotherapy, both in purpose and in function. 
In this sense, the social case worker is limited 
by the policies of his employing agency in the 
same way that the military psychotherapist 
is limited by the policies of his employing 
agency: the Army. The client of the case 
worker and the patient of the military psy- 
chotherapist are both individuals whose pre- 
senting emotional problems can usually be 
defined as reactions to disturbing or stressful 
life situations, rather than as manifestations 
of primarily intrapsychic conflicts. As in 
social casework, the aim in military psycho- 
therapy is to help the patient adjust to the 
situational difficulties he faces, or if such ad- 
justment is impossible or impracticable to 
attain, to alter the situation itself. The funda- 
mental aim is not to modify intrapsychic con- 
flicts, character attitudes, or neurotic mal- 
adaptations (although such modification may 
occur coincidentally) ; nor is it necessarily 
to promote in the individual patient happi- 
ness or freedom from symptoms. From the 
Army point of view, the soldier can perform 
effectively even though he may be unhappy 
and uncomfortable while he is performing. 
Re-enlistment rates clearly indicate that only 
a minority of American men really like the 
Army. However, most men of the younger 
generations have been exposed to military 
life, and most of them have served capably 
with benefit to themselves and their country. 

To accomplish his goals in the minimum 
time available, the psychiatrist must organize 
the entire structure and functioning of his 
unit to be psychotherapeutic in intent.* This 


* Army training center psychiatrists have learned 
that they can function most effectively when work- 
ing within the organizational framework of Mental 
Hygiene Consultation Services. The history and 
administrative structure of these Services have been 
described by Cruvant,* Freedman,* * Guttmacher,’ 
Hill, et al.,° and the Department of the Army.” 
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means that each and every contact that a 
patient has with the psychiatric facility must 
be, in itself, oriented toward helping that pa- 
tient better adjust to the realities of the mili- 
tary situation. The clinic should be housed 
in a field building without hospital atmos- 
phere, for reasons previously noted. The in- 
terior of the building should remain an en- 
vironment which is obviously military al- 
though the reception rooms may be perhaps 
somewhat more comfortable than in most 
field buildings, so that the immediate situa- 
tion does not further add to the patient’s al- 
ready high level of anxiety. For the same 
reason, the soldier-receptionist does not greet 
the patient with a gruff “What do you 


‘ want?” but rather asks, “What can we do 


for you?” Every effort is made to put the pa- 
tient at his ease, while it is made clear that 
he is remaining in a military environment 
and one which promises no immediate sec- 
ondary gains. Clinic personnel are prompt in 
keeping appointments, but the patient who is 
somewhat late is not routinely reprimanded. 
The social worker, the psychologist, the en- 
listed technicians all attempt in their inter- 
action with the patient to make him com- 
fortable and to help him realize that the 
clinic personnel are interested in the patient 
as an individual and will do their best to help 
him as far as is possible within the military 
situation. 

In terms of patient contact, the first job 
of the psychiatrist is to correlate his own 
observations with information previously ob- 
tained, so that he can make a dynamic ap- 
praisal of the nature of the patient’s problem, 
and of the relationship of that problem to 
the underlying personality and character 
structure of that patient. The psychiatrist 
wants to know what particular kinds of 
stress, of what severity, precipitated the 
present difficulty? What were the predispos- 
ing factors? Why was the patient referred to 
the psychiatrist and why now? What symp- 
toms and signs are present, and how do tiiese 
fit into the usual diagnostic constellations ? 
Has the possibility of organic disorder been 
considered ? 

In regard to this latter point, it should be 
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a basic rule that any patient who presents 
any sort of somatic symptoms should have 
a regular medical work-up which is suffi- 
ciently thorough to rule out the presence of 
serious organic disease, but which is not so 
long or repetitious that the symptoms become 
intensified, elaborated, or fixed. In many 
cases the dispensary surgeons work under 
considerable pressure of time, and patients 
with vague and non-specific complaints are 
likely to be referred to the psychiatrist after 
only a cursory medical work-up. A surprising 
number of such patients present problems 
which are not primarily psychiatric in nature 
or origin. Of 1,482 patients referred to the 
Mental Hygiene Consultation Service, Fort 
Bliss, Texas, during the calendar year 1953, 
almost ten per cent were diagnosed as having 
“no psychiatric disorder.”® Of these, a con- 
siderable number were referred by the psy- 
chiatrist for further medical evaluation, and 
were then found to be suffering from a 
variety of organic disorders, including pneu- 
monia, acute rheumatic fever, pulmonary tu- 
berculosis, toxic hyperthyroidism, chronic 
otitis media, and several other diseases clearly 
not of psychogenic origin. Another four per 
cent of these 1,482 patients were diagnosed 
as having primary neurological disorders. 
(Another fifty patients presented problems 
relating solely to some transient and purely 
situational difficulties which might be, and in 
most cases were, easily solved by referral to 
an appropriate agency such as the Red 
Cross. ) 

When the psychiatrist has some under- 
standing of the patient’s problem (and is 
satisfied that the primary etiological factor 
is not organic disorder), his next step is to 
assess the past and present external factors 
operating to hinder or aid in the patient’s 
present and future adjustment, and to con- 
sider especially the patient’s capacity for 
change and adjustment to military service, to 
evaluate his “ego strength.” By “ego 
strength” I mean here whether or not the 
patient can tolerate the stresses of Army 
life, and, if he can, to what extent. Indica- 
tions of a relatively strong ego, of a relatively 
good potential for adjustment, include: past 
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history of achievement and happiness in 
civilian life, evidence of fairly good per- 
formance in the first few weeks of military 
training, ability to carry on a number of usual 
military and recreational activities despite 
symptoms, maintenance of strong defenses 
against further decompensation (particu- 
larly if the defensive system does not involve 
much regressive tendency but allows the in- 
dividual to remain fairly well adapted to 
reality), and ability of the patient to “step 
outside of himself” and see what he is do- 
ing (as demonstrated, for example, by the 
patient’s joking about his problems, or by his 
evidencing appreciation of the difficulties and 
responsibilities other soldiers and officers 
also face). 

The psychiatrist will also need to evaluate 
the patient’s motivation for change and ad- 
justment, on the basis of information gained 
from the history and during the interview. 
Two leading questions which often help in 
such evaluation are to ask the patient what 
he expects out of his tour of duty in the 
Army, and also how he expects the psychia- 
trist to help him. 

To be really useful, evaluation must be 
an on-going process throughout the entire 
course of the patient’s contact with the psy- 
chiatric facility ; it must be considered tenta- 
tive so that the psychiatrist is able to revise 
his opinions during the course of contact; it 
must be oriented to be psychotherapeutic in 
intent and practice from the very beginning; 
and it must be individualized to meet the 
singular needs and requirements of each pa- 
tient in his current military situation. 

“Rapport”—a feeling experienced by the 
patient of confidence, respect, and liking for 
the therapist—is conducive to and usually 
necessary for the successful understanding 
and helping of the patient by the therapist. 
To foster such rapport, the therapist must 
structure the interview situation in certain 
ways so that the soldier will realize that he 
is being treated as an individual human 
being, with sympathetic regard to his human 
needs and his human dignity. The therapist 
sits in silence, listens carefully to the patient, 
and makes the appropriate comment or ques- 
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tion only at the appropriate time. The thera- 
pist tries to be as honest as he possibly can, 
and does not make promises he cannot be 
sure of keeping. He gives the facts as he un- 
derstands them and admits doubt and ig- 
norance when necessary. The therapist does 
not try to impress the patient with his intelli- 
gence or knowledge, nor does he “pull rank” 
try to use exhortation or di- 





nor—as a rule 
rect order to accomplish his purpose. He 
attempts to remain as permissive and non- 
authoritarian as possible, but he does not 
avoid the reality that both the medical officer 
and the patient are in a military situation. 
(For example, the therapist does not usually 
insist on the small military courtesies in a 
private interview, but he does not tolerate 
overt disrespect or insult in the presence of 
other soldiers. ) 

As the interview proceeds, the therapist 
operates most productively through utiliza- 
tion of methods developed primarily in social 
case work. He first tries to clarify with the 
patient what is expected from the patient, 
and what the patient might and might not ex- 
pect from the therapist. Jn such “reality- 
oriented psychotherapy” the therapist must 
make an early positive statement as to the 
absence of medical justification for the 
separation from military service of the pa- 
tient (if such a statement is in accord with 
the facts). The therapist then focuses the 
discussion on the current external situational 
stresses to which the trainee is subjected, and 
on the soldier’s attitudes toward these stres- 
ses and toward his “illness.” The therapist 
clarifies the disturbing situation and identi- 
fies the patient’s feelings as reactions to 
current stress. By understanding and sym- 
pathetic acceptance of the patient’s distress, 
by relating this distress to situational 
sources, by supporting defenses where they 
do not conflict with the immediate reality 
situation, and by sharing of plans and, if 
necessary, of decisions, the therapist reduces 


the patient’s anxiety. 

The psychiatrist recognizes the importance 
of ego genesis and historical patterning in 
the development of neurotic maladaptations, 
and he is aware that the individual soldier’s 
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emotional relationship to his unit and to his 
officers is most often determined by earlier 
experiences of that soldier in his relationship 
to his family and particularly to his father. 
The therapist uses such information to aid 
him in his understanding of individual pa- 
tients, but he rarely interprets or even di- 
rectly identifies such feelings, just as he 
rarely interprets transference manifesta- 
tions. Rather, again like the case worker, 
the therapist operates “within” the transfer- 
ence; that is, he utilizes the transference in 
the doctor-patient interaction, or he relates 
transference manifestations to situational 
problems, including those of the treatment 
situation itself. 

It is often of considerable value to make 
an early tentative interpretation to the pa- 
tient that his symptoms are of emotional 
origin. The patient’s response to such an in- 
terpretation provides the therapist with im- 
portant information about the patient’s atti- 
tude toward his disability. If the patient is 
able to accept the interpretation, attention can 
then be concentrated on the secondary gain 
factors associated with the symptoms. If 
the patient does not accept in any meaning- 
ful way the interpretation that his symptoms 
are the result of underlying emotional con- 
flict, the discussion can still be focussed on 
clarification of the secondary gains afforded 
the patient by his own symptoms, and on 
his needs for such secondary gains as reac- 
tions to the particular environmental stresses 
affecting him. 

This process eventuates in a clear and ac- 
ceptable presentation to the patient of the 
reality situation in the Army environment. 
The patient is led to realize that unhappiness 
and discomfort per se do not constitute a 
cause for separation from the miltary serv- 
ice, nor even (necessarily) for easier or less 
hazardous assignment. As discussion centers 
about the patient’s relationship to, and his 
expectations from, the Army, he often re- 
veals feelings of inadequacy, dependency, 
frustration, hostility, fear, and guilt. Such 
feelings can be related by the therapist di- 
rectly to the current situation. 

The next step is to help the patient find 
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within himself more mature and acceptable 
ways of dealing with the situation. Fre- 
quently this is less difficult than it might 
sound. Most of these patients are keenly 
aware of social demands ; the symptom itself 
represents one solution of an emotional con- 
flict whose unaltered expression would not 
be acceptable in the military social milieu. 
The therapist offers direct support by point- 
ing out to the patient facilities available to 
aid him in his adjustment to military service, 
and by reassuring him that the Army does 
not expect the same quality of performance 
from each of its soldiers. The patient is en- 
couraged to consider his own assets and 
the ways in which he might contribute to 
the Army and at the same time receive per- 
sonal satisfaction from his contribution; his 
ego is further supported because the patient 
is allowed to himself discover and act upon 
the verbal solutions to his problems. 

At this point, the medical officer with some 
experience in military psychotherapy might 
well say, “But some patients do not respond 
at all to this kind of treatment, and stub- 
bornly refuse to give up their symptoms.” 
Such a patient must be faced with the fact 
that using his symptoms for the secondary 
gain they provide is futile; that his condi- 
tion does not warrant discharge from service 
and that he can be utilized in the Army 
despite his complaints. The patient is made 
to state what he believes to be the specific 
limits of duty that he might tolerate; the 
psychiatrist tries to determine with the pa- 
tient whether these limits are realistic, and 
just what kind of duty the patient can per- 
form even with retention of his symptoms. 
If military policy in force at that time allows, 
the psychiatrist then officially recommends 
reclassification and/or reassignment of the 
patient to the type of duty which he and 
the psychiatrist have decided the patient 


can adequately perform.* 


* Psychiatrists at Fort Bliss, Texas, and other 
stations have reported considerable success in as- 


signing selected trainees to special units in which 
the basic training program is modified to meet the 
needs of the individual soldiers. As described by 
Hill et al.,° such “modified training units” are de- 
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The psychiatrist must remember that over- 
use of his privilege of recommending re- 
classification, reassignment, or modification 
of duty may be detrimental to his own repu- 
tation, contrary to the best interests of the 
military organization, and—of greatest im- 
portance—anti-therapeutic in its effect on 
the patient. Providing a man who does not 
need it with special privilege will generally 
work to that man’s later disadvantage; if 
offered crutches he will probably use them. 
On the psychiatrist’s recommendation that 
soldier may remain a clerk in a non-combat 
area while his fellows are in battle. He then 
often carries with him into civilian life the 
feeling: “I got through the Army only be- 
cause I was helped to get through.” Such a 
man may come to believe that he is incapable 
of undertaking activities which involve 
much effort or responsibility. His life will 
be limited both in what he can do and in 
what he can enjoy. The psychiatrist may have 
helped that man “get by” for a temporary 
period, but later both the individual and 
society will pay. 

Thus, if a soldier can possibly function 
without modification of his duties, it would 
appear that he should be allowed to do so. It 
might be difficult for him to adjust to the 
Army life, just as it is difficult at times 
for every soldier, but when he leaves the 
Army he will feel that he has done just as 
much as the fellow next door, that he has 
contributed full and worthwhile service to 
his country, and that he is capable of con- 
tinued adequate performance in civilian life. 

Of course there are some soldiers whose 
intellectual abilities or emotional resources 
are too limited to ever allow efficient ad- 
justment to even modified military duty, or 
whose maladaptations are so severe that re- 
habilitation procedures would be too time 


signed to train soldiers suffering from mild to 
moderate emotional or physical disabilities to the 
limits of each man’s physical and mental capacity. 
The psychiatric team selects line personnel with the 
ability to act as “firm but understanding parental 
figures” to serve as unit officers and cadre, group 
therapy principles are utilized, and the atmosphere 
is somewhat more permissive than in the usual basic 
training company. 
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consuming and expensive to make it worth- 
while to retain them in se: vice. Such soldiers 
probably constitute less than twenty per cent 
of all persons referred to the training center 
psychiatrist and less than one per cent of 
the total number of trainees.* Most patients 
demonstrating evidence of psychotic dis- 
order, addiction to narcotics, overt homo- 
sexual activity, or moderate or severe mental 
deficiency are best recommended for separa- 
tion. Retention in military service of soldiers 
suffering from severe antisocial personality 
disorders, or of those who are so immature 
or inadequate that they prove unable to per- 
form effectively in any type of military as- 
signment (sometimes despite their best ef- 
forts), is inefficient and detrimental to mo- 
rale. The final therapeutic responsibility of 
the psychiatrist in cases recommended for 
separation is to clarify for the patient the 
nature of his disorder and what he can and 
should do about that disorder after his re- 
turn to civilian life. 

Selected patients recommended for return 
to full or modified duty should be followed 
by the psychiatric team. Such follow-up ac- 
tivity is best accomplished through personal 
contact: a member of the psychiatric team 
(usually the social work officer) discusses 
with the unit cominander involved the recom- 
mended program for the patient and the rea- 
sons behind the recommendation. The unit 
commander is then better able to understand 
the soldier and his problems, to know what 
might be expected and required of the soldier 
in his military duties, and to appreciate the 
fact that the psychiatric team is working for 
and through the line officer. The individual 
patient is offered that final support which 
comes with the realization that the psychia- 
tric team is interested not only in talking 
about the soldier’s problems, but also in 
seeing that something is done about them. 


SUM MARY 
The role of the psychotherapist in military 
*These figures are derived from reports by 
Guttmacher’ and Weiss, Hill and Boyer.“ The 
exact figures vary to some extent with the overall 
policies and requirements of the military services 
at different times. 
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training centers is defined, structured, and 
limited by the expectations of the military 
service, the therapist himself, and the pa- 
tient. As contrasted with civilian society, the 
military services consider that the require- 
ments of the social group (or the nation) are 
pre-eminent, and that the needs and expecta- 
tions of the individual patient and of the 
physician are secondary. 

The Army expects the psychiatrist to pro- 
vide the kind of therapeutic program which 
will enable patients to adjust to military 
service. The Army also expects the psychia- 
trist to operate within the framework of the 
military organization, and imposes limita- 
tions in terms of goal, time, and area of 
function. 

The therapist may expect to function as 
he did in civilian life, but he learns that he 
cannot be truly effective as a physician, a psy- 
chiatrist, or a psychotherapist until he adapts 
to his role in the military service and is able to 
make his expectations coincide with those of 
the Army. 

The patient’s expectations as to the role of 
the psychotherapist are formulated as an in- 
distinct amalgamation of ideas derived from 
various civilian and military experiences, and 
are related to the psychological stresses and 
strains associated with the sudden change to 
an entirely new and different mode of life. 

The ways in which the psychotherapist 
can operate most efficiently in relation to 
these expectations are discussed. Reference, 
evaluation and therapy, and disposition and 
follow-up as phases of the psychiatric pro- 
gram are described, and details of the psy- 
chotherapeutic process in the military situa- 
tion—with emphasis on recognition of real- 
ity problems and understanding of the use 
of secondary gains—are delineated. Evidence 
that such modified psychotherapy can be ef- 
fective in the military situation is presented. 
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Announcement 


The 63rd Annual Convention of the As- 
sociation of Military Surgeons of the United 


States will be held at the Hotel Statler, 


Washington, D.C., November 12-14, 1956. 

The General Chairman for the Conven- 
tion is Commander Walton L. Jones, MC, 
Navy; the Program Chairman is 


w,’ &. 


Captain E, V. Jobe, MC, U. S. Navy. Both 
can be reached through the Bureau of Medi- 
cine and Surgery, Department of the Navy 
Washington 25, D.C. The Commercial Ex- 
hibit Chairman is Mr. Steven K. Herlitz, 
280 Madison Ave., New York 16, N.Y. 








anc 
sur 
me! 
sio1 
Fo. 
fre 
Na 
( 
and 
rec 
eac 
the 
the 
aut! 
dut 
the 
den 
I 
Na 
offi 
stre 
by 
On! 
Me 
hav 
leve 
offic 
I: 
Ady 
fen: 
ovel 
cers 
duc 
The 
recc 
rect 
med 


*] 
Anni 
Surg 
ton, 





analytic 


<ditors.) 
y. Basic 


erapists, 
therapy. 
nship in 
948. 

iples in 
108 :298, 
ity and 
1950. 


ig. Am, 


ntensive 
3s, Chi- 


C. The 
nterna- 


litors.) 
nterna- 


y. Bull. 
ractice. 
herapy 


1 clini- 
ychiat,, 


thera- 


York, 








Medical Personnel Problems in the Military Service” 


By 





REAR ADMIRAL Bruce E. BrapLey, MC, USN 
The Deputy Surgeon General, U. S. Navy 


O MAINTAIN the personnel of the 

Army, Navy, and Air Force in a high 

state of health and physical readiness, 
and to treat their sick and wounded, are vital 
support functions of the medical depart- 
ments of the three armed services. This mis- 
sion must be accomplished if our Armed 
Forces are to be fully prepared to defend the 
freedom, even the very existence, of this 
Nation. 

Our ability to provide adequate medical 
and dental care for the Armed Forces has 
recently been threatened by two situations, 
each of which is made much more serious by 
the coexistence of the other. They are on 
the one hand the cutting in half of the 
authorized ratio of medical officers to active 
duty troop strength, and on the other hand 
the alarming shortage of career medical and 
dental officers. 

By Congressional Act of 30 June 1914, the 
Navy was authorized to have 6.5 medical 
officers for each 1,000 active duty troop 
strength. This figure was reaffirmed in 1947 
by Public Law 381 of the 80th Congress. 
Only very occasionally, however, did the 
Medical Corps reach this authorized ratio, 
having for many years been operating at a 
level that varied between 4 and 5 medical 
officers for each 1,000 troops. 

In January 1953, the Health Resources 
Advisory Committee of the Office of De- 
fense Mobilization recommended that the 
over-all authorized strength of medical offi- 
cers for the Department of Defense be re- 
duced to 3.0 for each 1,000 troop strength. 
The Secretary of Defense implemented this 
recommendation in May 1953, when he di- 
rected that the Navy reduce the number of 
medical officers on active duty to 3.26 for 


* Presented at the opening session of the 62nd 
Annual Convention of the Association of Military 


Surgeons of the United States held at Washing- 
ton, D.C., November 7-9, 1955. 


sach 1,000 troops. At that time, we were 
operating on an actual medical officer re- 
quirement of 4.2 per thousand. The new 
ratio resulted in loss by the Navy of over 
1,000 medical officers during Fiscal Years 
1953 and 1954. In spite of repeated and 
vigorous reclama, this ratio of 3.26 per 
thousand in the Navy, and of 3.0 per thou- 
sand in the Armed Forces as a whole, re- 
mains in effect without commensurate re- 
duction in medical requirements. 

The assignment of such an inadequate 
ratio resulted largely from making compari- 
sons with the ratio of physicians in the civil- 
ian population, without due consideration of 
many requirements peculiar to the armed 
services. Military medicine involves many 
duties and numerous skills not normally a 
part of private practice in civilian life. To 
quote from a recent speech by the Honorable 
Dewey Short, ranking minority member of 
the House Armed Services Committee: “All 
the time of a doctor in the Armed Forces is 
not confined to the treatment of people who 
are ill; perhaps some doctors spend most of 
their time treating patients, but when that 
doctor is serving in that capacity another 
doctor is studying a supply problem, or a 
study involving the results of underwater 
demolition, or the proper way to treat vic- 
tims of nuclear warfare.” 

In order for the Medical Department of 
the Navy to carry out its mission to the 
best extent possible following the 25 per 
cent forced reduction of medical officers, 
the Chief of Naval Operations appointed 
a committee from all operating branches to 
review each medical officer billet. The pur- 
pose was to delete, reassign, temporarily 
vacate, or combine some of them; so as to 
utilize each officer to the fullest extent 
possible in the professional care of service 
and dependent personnel. This committee 
was in operation for over a year, and the 
109 
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following measures resulted: 

(1) A request that sea commands assign 
medical officers, when in port, to tem- 
porary additional duty at shore facili- 
ties, in order to aid in dependent 
care ; 

(2) Removal of medical officers 
many small ships, with replacement 

trained 


from 

by specially selected and 
hospital corpsmen. For many years 
this has been done in our submarine 
service, and it may have to be applied 
even more extensively than at present 
to other small ships such as de- 
stroyers and amphibious craft. While 
this would be unfortunate, it is true 
that rapid air transportation, radio 
communication, new and more effec- 
tive drugs, and better trained hospital 
corpsmen make it less vitally essen- 
tial than it was formerly to have a 
medical officer always immediately 
at hand; 

(3) Reduction in the number of medical 
officers aboard such ships as did re- 
tain medical officers. Even the largest 
battleships have been reduced from 
2 medical officers to 1, aircraft car- 
riers from 3 to 2, and LST squad- 
rons from 2 to 1; 

(4) Reduction in the number of medical 
officers assigned to shore stations, 
including medical research, which is 


so vital to peacetime readiness plan- 


ning ; 

(5) Assignment to non-professional per- 
sonnel of all purely administrative 
tasks, retaining professional person- 
nel only in those medical administra- 
tive assignments demanding profes- 
sional knowledge ; 

(6) Reduction in the number of training 
billets for medical officers ; 

(7) An intensive and continuing effort 
to hire civilian physicians to replace 
medical officers in the widespread, in- 
dustrial establishments of the Navy. 

As a result of these efforts on the part 

of the Navy, and of similar stringent econ- 
omies in the Army and Air Force, it has 





been possible to give reasonably complete 
medical support to the personnel of the 
Armed Forces and to maintain essential if 
not full medical care for military dependents; 
but at the expense of seriously decreased 
medical readiness. This has been accepted 
only on a calculated risk basis, in hope of 
relief in the form of an increased allowance 
of medical officers and passage by Congress 
of an adequate Dependents’ Care Bill. 

The second important element in the diffi- 
culty of the medical departments of the 
three armed services in carrying out their 
missions is the shortage of career medical, 
dental, nurse, and hospital corps personnel. 
The varied demands of military medicine 
require that for efficient performance, at 
least two-thirds of the Medical Corps be 
experienced career officers. To quote again 
from the speech by Congressman Short: 
“We have to have doctors who know how 
to prepare for the medical support of an 
amphibious operation. We have to have 
doctors who know all of the medical prob- 
lems of logistical support of a land opera- 
tion; we have to have doctors who are 
familiar with the human physical limitations 
in the problems of space; we have to have 
doctors who are experts in field sanitation, 
preventive medicine; and all of our doctors 
must have some conception of what a mili- 
tary organization is, how it functions, and 
what their responsibilities would be if they 
were called upon to take command of a medi- 
cal battalion. 

The necessity of drafting physicians and 
dentists because of the small and still di- 
minishing Regular Medical and Dental Corps 
has resulted in two-thirds of the Corps being 
composed of drafted officers serving from 
15 to 24 months of obligated duty. This 
means great expense to the Government— 
in more uniform allowances, in payments for 
additional transportation of families and 
household goods, and in increased physical 
retirements. It also costs much in time and 
effort, in addition to money, to train and 
move these officers from station to station in 
line with the rapid turnover of drafted 
personnel. As a result of time devoted to 
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indoctrination and time lost on leave and in 
transit, it requires the drafting of four Re- 
serve officers during any six-year period to 
replace each Regular officer lost by resigna- 
tion or retirement. 

During fiscal years 1954 and 1955 the 
Regular Medical Corps of the Navy lost 
290 officers by reason of resignation. In this 
time, just 40 career officers were commis- 
sioned, and these only in residency training. 
Judging from past experience, they actually 
should not be considered career officers, as 
almost all officers in this program have re- 
signed once their obligation for training has 
been served. 

The chief reason given for resigning has 
been economic—high cost of medical educa- 
tion during 4 years of college, 4 years of 
medical school, and 1 year of internship; 
coupled with loss of earning power during 
this time; and followed by the great dis- 
parity between service pay and average net 
earnings in civilian practice. Because of the 
greater age of doctors entering military 
service as compared to their running mates 
and as a result of lesser longevity pay in 
comparison with these same running mates, 
medical officers many thousands of 
dollars less than their line contemporaries 
during a normal military career, even with 
the $100.00 per month extra doctors’ pay 
for partial equalization purposes. This fact, 


earn 


combined with the other economic factors 
mentioned, has had a notable effect in les- 
sening the attractiveness to physicians of a 
career in one of the armed services. 

To turn to a brighter aspect of the picture, 
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the serious and potentially critical shortage 
of career medical and dental officers has 
been attacked with vigor since last March, 
when the urgency of the problem was 
pointed out by the Surgeon General of the 
Navy. As described in an article on Medical 
and Dental Officer Career Incentive Pro- 
gram in the October 1955 issue of the U. S. 
Armed Forces Medical Journal, a Depart- 
ment of Defense Task Force on Career At- 
tractiveness for Medical and Dental Officers, 
of which Admiral R. W. Grenfell was Chair- 
man, made a detailed study. Action on their 
recommendations should do much to rectify 
the critical shortage of career medical and 
dental officers. 

There is already a noticeable effect of 
administrative measures, not requiring new 
legislation, that have been announced or 
actually implemented by the Navy. The un- 
favorable ratio of resignations to new com- 
missionings seems for the moment to be 
reversed. Between 1 July and 1 November of 
this year, only 27 resignations were effected, 
while 51 new officers were commissioned 
in the Regular Navy. One career officer, 
whose resignation had been approved, re- 
quested that he not be released, citing the 
new promotion schedule as his reason. 

An adequate two thirds career Medical 
Corps, for which we now dare to hope, 
can accomplish a great deal more, with 
smaller numbers, in providing first-class 
medical care to military personnel and their 
dependents and in maintaining military medi- 
cal readiness also with less over-all cost to 
the Government. 
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By 


Major GENERAL DAN C, OGLE, USAF (MC) 
The Surgeon General, United States Air Force 


HE great picture of a nation, com- 

munity, business organization or mili- 

tary force is the sum of many factors. 
By far the predominant factor, the one of 
greatest influence, of most substance, color 
and force, is morale. 

Morale is a prevailing mood and spirit 
conducive to willing and dependable per- 
formance; steady self-control; and coura- 
geous, determined conduct despite danger and 
privations. It is based upon a conviction of 
being in the right and upon faith in the 
cause and the leadership, It is a product of 
belonging, in being recognized, and of under- 
standing. It stems from being needed and 
appreciated, and being cared for. It results 
in a confident, eager, resolute, bouyant spirit 
of wholehearted cooperation in a common 
effort. Nowhere does morale pay off more 
in dollars and cents, efficiency, and in se- 
curity than it does in our armed forces. 

These opening remarks are used to create 
an atmosphere in which to discuss medical 
care for the families of military personnel 
—a morale problem. 

You will note that I use the term 


“ 


family” 
rather than “dependent.” A military force, 
or a nation, is the substance of families; a 
family is the basic organizational and train- 
ing unit of good citizenship. A man’s family 
either sustains him or not in military life, 
depending on how the service sustains his 
household. 

The status of families should receive more 
attention in management improvement pro- 
grams; their morale certainly should not be 
tampered with. 

Family benefits within military circles 
have been attacked both openly and insidi- 
ously during recent years. A major target 

* Presented at the opening session of the 62nd 
Annual Convention of the Association of Military 
Surgeons of the United States, held at Washing- 
ton, D.C., November 7-9, 1955. 
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has been family medical care. Little by little, 
item by item, the small personalized benefits 
accredited the military career family have 
been whittled away. In spite of informed 
opinion to the contrary, such as contained in 
the Moulton Commission Report, family 
medical care is under increasing criticism. 
We in the military service should take what- 
ever steps are required to reverse this trend, 
and should speak up for continued medical 
care for military families ; further we should 
take the position that a major portion of 
such care be provided in military clinics 
and hospitals, by military doctors. 

For too long we have allowed antagonists 
to belabor the propriety of family care in 
military hospitals. For no good reason, preju- 
dice against family care by military physi- 
cians has been developing. For some, preju- 
dice is a very handy time saver. It enables 
them to form opinions without having to face 
the facts. 

In their simplest form the facts revolve 
around the circumstance that all people de- 
pend heavily on the neighborhood and the 
community with which they are identified, 
where their interests are, where their friends 
are, where their living comes from and where 
they turn in times of stress and need. 

Our military families have only their mili- 
tary unit or station for community identif- 
cation. Their only roots are in the military 
system ; otherwise they are displaced persons 
frequently in areas of questionable accept- 
ance. 


The military services have been good to 


me and my family. The only roots we have 
are entwined with those of others in the serv- 
ice. Our service life has been generally 
typical, perhaps more stable than average. 
We had sixteen permanent changes of sta- 
tion in our first 25 years of service. We have 
had 19 different family living quarters, 19 
separate moves. My son attended 5 different 
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high schools. The longest we ever lived in 
one house was 3 years and 9 months. Due 
to moves our furniture frequently needs 


repairs, and we often start from scratch on’ 


curtains and drapes and various other house- 
hold gadgets. 

[ am using the personal pronoun “we” 
because, all members of a man’s family share 
his military experiences, each assignment, 
each move, each absence, and each change in 
military status. 

Those of us who have studied the reasons 
given for voluntary separations from the 
military service during the past few years 
are struck with the frequency of adverse 
family acceptance of the military prospect. 
Of course, this is not based entirely on the 
availability of medical care, but it does em- 
phasize that attention being given military 
families is deficient. 

Various schemes are under study concern- 
ing medical care for families. The Depart- 
ment of Defense is sponsoring a bill now 
before S. 2720, which would 
authorize medical care, through a combina- 
tion of insurance and subsidization in which 


Congress, 


costs are shared by the government and the 
family. This bill is better than no bill at all, 
but should it pass in its present form, the 
extent of care to become available is not 
clear, It would equalize care for all families, 
but the nature of insurance contracts yet to 
be obtained is vague. This bill spells out the 
following medical authorizations: diagnosis ; 
treatment of acute medical and surgical 
conditions ; treatment of contagious diseases ; 
immunizations ; maternity and infant care; 
and very restricted emergency dental treat- 
ment. It precludes hospitalization for: 
domiciliary care; chronic diseases; nerv- 
ous and mental disorders; and _ elective 
medical and surgical treatments. Precluded 
also are civilian dental care, ambulance serv- 
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ice, and home calls except in determined 
emergencies, The military family shares the 
cost of service received through insurance 
premiums or through direct payment. 

Another bill, H. R. 7806, attempts to get 
the military doctor and hospital out of the 
family business altogether except where ci- 
vilian physicians cannot or are unwilling to 
go, or where civilian facilities are over- 
loaded. 

Neither of these bills makes provision 
through insurance for the 40,000 outpatient 
visits and treatments now being given mem- 
bers of military families each day of the 
year. 

Much needs to be done to strengthen and 
enlarge the regular corps of our military 
medical services. This problem also is now 
before the 84th Congress. Military prepared- 
ness requires a well trained, well informed, 
and ready medical service. 

Family care can be a very valuable by- 
product of medical readiness for national 
disasters or emergencies. 

There is a growing conviction in the 
minds of many of us that adequate medical 
care for the families of military personnel 
is a sound and highly economical factor 
contributing to a stronger defense stature. 
More considerate attention to family life, 
family requirements, and family identifica- 
tion will go far in stabilizing manpower in 
our military forces. 

I believe it would be appropriate for this 
62nd Annual Convention of the Association 
of Military Surgeons of the United States 
to endorse and recognize the need for medi- 
cal care of military families; to recommend 
that such care be provided through military 
medical channels whenever possible; and to 
petition the Congress for favorable consid- 
eration of the Department of Defense spon- 
sored bill authorizing such care. 
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By 


LEoNARD A. SCHEELE, M.D. 
Surgeon General, Public Health Service, U. S. Department of Health, 
Education, and Welfare 


REVENTIVE medicine and _ public 

health, advancing shoulder to shoulder 

with military medicine, are producing a 
new type of civilian population and new 
physical environments from which the armed 
forces draw their strength. Research in the 
biological sciences, both theoretical and ap- 
plied, is producing new methods through 
which new concepts of prevention may be 
applied to the major health problems con- 
fronting military surgeons, public health 
officers, and private physicians today. 

An outstanding example of these trends is 
the spectacular decline in mortality from 
certain infectious diseases during the past 15 
years, which may be attributed in part to 
the use of sulfonamides and _ antibiotics. 
Prior to 1938, for instance, the death rate 
due to influenza and pneumonia was declin- 
ing by about 1 percent per annum. From 
1938 to 1953, the decline was at a rate of 
9 percent per year. It has been estimated 
that about one million more persons would 
have died from influenza and pneumonia 
in the same period, were it not for this 
sharp break in mortality following the intro- 
duction of sulfonamides and antibiotics. 

The effectiveness of penicillin treatment 
of syphilis is also revealed in a 95 percent 
drop in infant mortality due to this disease. 
Moreover, since 1947, the numbers of re- 
ported cases of early syphilis in the general 
population have been reduced substantially. 

Some of the present rapid decline in tuber- 
culosis mortality—by about 20 percent per 
annum—can probably be attributed to the 
use of streptomycin and the newer chemo- 
therapeutic agents. Similarly, there has been 
a striking reduction in death rates due to 


* Delivered at the opening session, 62nd Annual 
Convention of the Association of Military Sur- 
geons in the United States, held at Washington, 
D.C., November 7-9, 1955. 
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streptococcal infections in the past 15 years. 
Had the rates of 1937 and earlier prevailed, 
29,000 from 
streptococcal infections 
curred, and 76,000 more mothers would have 


approximately more deaths 


would have oc- 
died as a result of puerperal sepsis. 

The remarkable success of chemotherapy 
in the past 15 years has led to a new con- 
cept of prevention—chemoprophylaxis. The 
fact that prophylaxis with sulfonamides or 
penicillin will prevent the recurrence of rheu- 
matic fever in persons who have already 
suffered an attack of this disease was demon- 
strated by the armed forces in World War 
II. Subsequently, the United States Air 
Force demonstrated that prompt and ade- 
quate antibiotic therapy of all streptococcal 
infections will substantially reduce initial 
attacks of rheumatic fever and thus reduce 
the toll of rheumatic heart disease. At pres- 
ent, the American Heart Association and the 
Public Health 
program designed to stimulate the applica- 
tion of these findings in the civilian popula- 
tion, especially among children and young 


Service are conducting a 


adults. 

The tuberculosis research staff of the 
Public Health Service has conducted animal 
studies on chemoprophylaxis of tuberculosis, 
using oral isoniazid daily. The results were 
so promising that clinical trials have been 
initiated for the prevention of serious forms 
of tuberculosis in newly infected children. 
Twenty-five pediatric centers are cooperat- 
ing with the Public Health Service and the 
National Tuberculosis Association in this 
endeavor. As of June 30, 1955, more than 
500 children were receiving chemoprophy- 
laxis and medical follow-up. 

In environmental health procedures, there 
have been several notable advances in the 
past decade, with respect to the prevention of 
specific diseases. Vector control with DDT 
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and newer insecticides, for example, has 
been the most important factor in the virtual 
elimination of malaria in the United States. 
Vector control also is rapidly eliminating 
malaria in many other countries. Similar 
measures are being brought to bear in our 
country upon outbreaks of arthropod-borne 
encephalitis and upon the control of endemic 
typhus. Also, the fluoridation of public water 
supplies in approximately 1,100 communi- 
ties in the United States with a total popula- 
tion of 21,200,000, promises substantial re- 
duction in dental decay among children and 
young adults. 

The most recent forward step in preven- 
tion is the development of the first effective 
vaccine against paralytic poliomyelitis. The 
results of the use of the vaccine in 1955 
thus far give strong evidence that children 
who receive even one dose were substan- 
tially protected against paralytic polio. Pre- 
liminary data show that~ paralytic attack 
rates in vaccinated children have been lower 
by 67 to 90 percent than in unvaccinated 
children of the same ages. Supplies of the 
vaccine are still short, but the shortage will 
be relieved in time. With the extensive use 
of this and improved vaccines, the elimina- 
tion of paralytic poliomyelitis will became 
another triumph of preventive medicine and 
public health. 

It would seem then that in another genera- 
tion—two or three decades hence—the popu- 
lation of the United States could be as free 
of venereal disease, tuberculosis, paralytic 
poliomyelitis, rheumatic fever and rheumatic 
heart disease, and the complications of 
streptococcal infections as it is today from 
smallpox, typhoid fever, yellow fever and 
malaria. 

This healthier population would present 
the Nation with a military potential virtually 
free of such former causes of rejection as: 
dental decay, ear defects due to streptococ- 
cal infections, chronic nephritis, tuberculo- 
sis, disabling rheumatic heart disease, and 
crippling due to poliomyelitis. Of course, 
the hope of the world is that the oncoming 
generations will be spared the destructive- 
ness of war; but in planning for defense, 
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military experts should be able to take ac- 
count of these potential improvements. 

A concept of prevention through early 
detection and treatment of certain diseases 
was established in preventive medicine and 
public health a number of years ago. The 
impossibility of applying environmental con- 
trols to such contact infections as tuberculo- 
sis and syphilis, coupled with the lack of 
prophylactic agents, stimulated the search 
for diagnostic techniques suitable for mass 
application and sufficiently sensitive to detect 
early syphilis and minimal tuberculosis. 

In the past 15 years, new techniques have 
been developed making possible the applica- 
tion of mass case-finding to such important 
chronic diseases as diabetes mellitus, glau- 
coma, certain cardiovascular conditions, and 
certain forms of cancer. These experimental 
efforts have been attended by varying de- 
grees of success, depending on a number of 
factors—the sensitivity of the technique, 
the organization of the “screening” pro- 
gram, and the costs per new case discovered, 
among others. 

The primary requisite for early detection, 
however, is the availability of effective 
“screening” techniques, suitable for use in 
large population groups or by the average 
physician in his office. The tremendous ex- 
pansion of medical research since World 
War II has brought about striking advances 
in the definitive diagnosis and treatment of 
many chronic diseases, notably in cardio- 
vascular-renal diseases, and in certain forms 
of cancer. 

Research interest has been concentrated 
primarily on fundamental problems of eti- 
ology and on practical improvements in 
therapy. Although both of these lines of 
study will make major contributions to the 
ultimate conquest of many chronic diseases, 
preventive medicine and public health still 
press for the development of techniques for 
early detection, since advances in therapy 
will have their greatest benefits if applied 
in the earliest stages of disease unless spe- 
cific preventive techniques have been found. 

Demonstrations conducted by the Na- 
tional Cancer Institute of the Public Health 
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Service in the past two years, for example, 
have shown that the Papanicolau cytologic 
test can be applied successfully to the con- 
trol of cervical and uterine cancer. The tech- 
nique will detect almost infallibly the pres- 
ence of carcinoma in situ—the preinvasive 
stage of cancer of the uterine cervix. Re- 
search is underway to develop other tests for 
application to sites which at present are 
virtually inaccessible to early detection, as 
well as to find ways of applying the cytologic 
test to sites other than the uterine cervix. 

If the potentialities of early detection can 
be realized, it seems probable that a much 
larger number of cases of chronic disease 
in the earliest stages can be found in the 
age groups of chief concern to the military 
services—youths and young adults. It is a 
well-known fact that the majority of cases 
of cancer and many other degenerative dis- 
eases are first diagnosed in persons 45 years 
of age or older, and that the majority of 
cases are first diagnosed in moderately ad- 
vanced and advanced stages. Our limited ex- 
perience with cancer detection techniques 
indicates that the earliest stages of the dis- 
ease, when treatment is most effective, exist 
in larger proportions among younger persons 
than has been supposed heretofore. 

Nearly 70 percent of the pre-invasive cases 
of cervical cancer were detected in women 
under 40 years of age, with the surprising 
rate of 28 percent in the third decade, 20-29 
years. In contrast, morbidity surveys show 
that only 22 percent of localized cervical 
cancers and only 15 percent of metastatic 
cases are diagnosed by conventional methods 
in women under 40. On the average, an in- 
terval of about 15 years occurs between the 
development of intra-epithelial tumors and 
the appearance of localized cervical cancer. 

The data available from autopsy series 
and morbidity surveys indicate that at least 
15 percent of occult cases of adenocarcinoma 
of the prostate are found in men under 50, 
in contrast with less than 2 percent of the 
clinically evident cases first diagnosed. The 
average interval in this instance is estimated 
at 6 years, 

It is probable that when a suitable early 


detection technique for prostatic cancer is 
developed, many more occult cases may be 
discovered and that a larger proportion of 
these cases will be found in younger age 
groups. At the present time, intensive re- 
search is under way on two such techniques, 
both of which offer some promise. These are 
cytologic examination of prostatic secretion 
and small-punch biopsy of the prostate. 

With a population increasingly free of 
diseases now concentrated in the first three of 
four decades, and with techniques capable 
of detecting the earliest stages of chronic 
disease, we will find many new opportunities 
for disease prevention in those age-groups 
now considered “healthiest’’—namely, youths 
and young adults, 15-34 years of age. Mili- 
tary medicine, as well as public health, can 
contribute substantially to the improvement 
of national health through preventive serv- 
ices to these groups. 

We need also to put much more emphasis 
on mental health and accident prevention— 
in all age groups, but especially among 
youths and young adults. At present rates, 
one in every 12 children born in the United 
States will spend some time in a mental in- 
stitution. Nearly 30 percent of first admis- 
sions to mental institutions are in the 15-34 
year age groups. Accidents account for 40 
percent of all deaths among 15 to 34-year- 
olds; motor vehicle accidents alone account 
for nearly one-fourth of deaths at those 
ages. 

Additional emphasis must also be placed 
on viral diseases. It seems quite likely from 
the research work going on that in the next 
few years we shall see a number of new 
vaccines developed on the basis of tissue 
culture methods. Perhaps vaccine will be 
available for the prevention of virus pneu- 
monia, the common cold, and other minor 
respiratory illnesses such as have been iden- 
tified with the Coxsackie viruses and the 
APC viruses. 

Infectious hepatitis has been recognized 
in the United States for a number of years, 
principally as “catarrhal jaundice.” Since 
World War II, there has-been a striking 
increase in the incidence of infectious hepa- 


” 





tit 
mi 


be 
ne 
po: 


eli 
of 

val 
an 
tar 
ice 
tur 
Bl 
Co 
wh 
anc 
pla 
wil 


Ste 
mil 


He 


dur 
anc 
too 
for 
131 
pat 
stir 
nos 


tive 


bro 


Tac 





cer is 
ay be 
on of 
r age 
[e Te 
iques, 
se are 
retion 
ate. 

oS of 
ree of 
pable 
ironic 
nities 
roups 
ouths 
Mili- 
|, Can 
‘ment 


sery- 


hasis 
on— 


nong 


nited 
1 in- 
Imis- 
)-34- 
r 40 
year- 
ount 


hose 


aced 
‘rom 
next 
new 
ssue 
| be 
neu- 
inor 
den- 

the 


ized 
ars, 
ince 
cing 


“pa- 





titis and it has become a disease of major 
military importance, also. Up to date, efforts 
to grow the virus in tissue culture have 
been unsuccessful. Intensive research is 
needed if we are ever to have methods for 
positive control of this disease. 

The lack of an effective technique for 
eliminating hepatitis virus in the processing 
of plasma has substantially reduced the 
value of plasma in the treatment of shock 
and other conditions, not only in the mili- 
tary services, but in civilian casualty serv- 
ices, and in hospital procedures. It is for- 
tunate that the Panel on Sterilization of 
Blood and Plasma of the National Research 
Council has planned a large-scale study 
which will attempt to solve this problem 
and which may lead to the restoration of 
plasma to more widespread use. The project 
will be conducted by the National Research 
Council, with the support of the United 
States Army, the Federal Civil Defense Ad- 
ministration, and the National Institutes of 
Health of the Public Health Service. 

The availability of radioactive isotopes 
during the past decade has given medicine 
and public health powerful new research 
tools, as well as several highly useful tools 
for diagnosis and therapy—such as iodine- 
131, phosphorus-32, and Cobalt-60. Antici- 
pated increases in nuclear products may 
stimulate many additional advances in diag- 
nosis and specific therapies through selec- 
tive radiation. 

Increasing use of atomic energy has 
brought medical and public health groups 
face to face with new problems in the dis- 
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posal of radioactive wastes, as well as in 
the prevention of potential injury to human 
beings. Present radiation protection stand- 
ards for persons who work with nuclear 
energy have been satisfactory up to the 
present time. But as more people are ex- 
posed over long periods to low-level radia- 
tion, we must continue to study the effects 
of such exposures. Much data need to be 
collected and evaluated, so that, as nuclear 
energy is increasingly used as a generator 
of electric power, we can be sure that proper 
procedures for the prevention of health 
hazards are followed. 

All age groups have benefited from medi- 
cal advances in life-saving and health pro- 
tection during the past 15 years. Children 
and young adults have benefited the most, 
but these benefits will be reflected in older 
persons of the future. Greater effectiveness 
in the control of certain chronic diseases, 
which affect all age-groups, is certain to be 
forthcoming in the next few years. In some 
areas, such as mental disease and defect, 
medical science must bring in a report of 
“little progress” with respect to specific 
preventive measures for large-scale applica- 
tion, But, as the scientific, medical, and 
public health professions have overcome dif- 
ficult problems in the past, we may expect 
to solve many of the remaining problems 
through full cooperation of our scientific, 
medical, and _ health potential. 
Healthier in its freedom from many diseases 


services 


now prevalent, the population of tomorrow 
will expect, and will enjoy, higher levels 
of physical and mental health. 


C= * == 


“Labor to keep alive in your breast that little sparkle of celestial fire 
called conscience.’ —GEORGE WASHINGTON. 











LOGEX—55 


By 
CotoneL CHARLES H. Scuutt, MC, U. S. Army* 


(With 4 illustrations and 4 charts) 


RAWLING from the gutter into 

which he had flung himself just after 

the flash, the military policeman 
reached for his handy-talkie, called his CO, 
and gasped, “All hell broke loose a coupl’a 
minutes ago! It must have been an A-bomb! 
Damage seems light here—only parts of 
buildings blown away !” 

Because some commanding officer may 
receive just such a message in the future, 
Army logisticians staged the 1955 version 
of an annual maneuver the spring of 1955 at 
Fort Lee, Virginia, in which student officer 
players had to conduct support operations 
against a hypothetical enemy using mass de- 
struction weapons. The maneuver, called 
LOGEX-55 
volved more than 5000 personnel and this 


(for logistical exercise) in- 


year was under the supervision of the Army 
Medical Service. 

Back to the A-bomb, which had exploded 
over a major city in friendly territory. Half 
an hour after the MP sent his message, the 
maneuver scenario reported the surgeon of 
a medical holding company telling his com- 
mander: “About 100 patients have already 
arrived, and from the looks of it there may 
be 50,000 litter casualties. I’m out of blood, 
plaster, blankets, dextran and oxygen. 
Some of my vehicles were gone from the 
area and I haven’t heard from them yet. 
Six of my men were killed and 13 need hos- 
pitalization. We must get help—we need 
all classes of Med supplies, particularly 
blood, blankets and litters.” 

On the basis of these messages along with 
a number of others received from individ- 
uals and units, student players went into 
action to meet the situation. Theirs was the 
responsibility of providing logistical support 
for a simulated type field army of 400,000 
men, and this incident was not unexpected. 


* Chief of Staff, LOGEX-55. Now retired. 
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Fic. 1. RespoNnsipitiry for the details of the 
operation carried out at Logex-55 fell mainly to 
the Logex Chief of Staff (R), Col. C. H. Schutt, 
Medical Corps, and to his Deputy, Col. H. 
Walmsley, Chemical Corps (L). 


LOGEX-55, one of the largest logistical 
maneuvers in the history of the Army, was 
played at Fort Lee May 2 to 7, 1955. Briga- 
dier General James P. Cooney, newly nom- 
inated Deputy Surgeon General, was man- 
euver director. Preparatory work on the ex- 
ercise was carried out at Fort Sam Houston 
in the Medical Field Service School, of 
which General Cooney was commandant. 

Army Medical Service officers, with rep- 
resentatives from all other Army technical 
and administrative services plus the State 
Department, Navy and Air Force, spent ten 
months laying plans for LOGEX-55. Some 
2000 student officers plus 3000 support 
troops took part in the play. 

Even though actual field units were not 
used, the scenario provided plenty of ac- 
tion for the advanced class student officers 
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from service schools who served as players. 
One feature made this year’s LOGEX dif- 
ferent from six such exercises which have 
been held since 1948: LOGEX-55 was used 
to test a proposed new logistical concept de- 
veloped by the First Logistical Command, 
Fort Bragg, North Carolina under the dir- 
ection of the Continental Army Command, 
Fort Monroe, Va. 

This was the first large scale experiment 
with one of various proposals to revise 
Army logistical procedures in the field. 

Purposes of LOGEX in addition to test- 
ing the new concepts were (a) to train stu- 
dent officers from the technical and admin- 
istrative service schools in applying instruc- 
tion received at their schools (b) to pro- 
vide training to selected reserve officers (c) 
to stress the importance of maintaining con- 
tinuous logistical support under assumed 
combat conditions with an enemy capable of 
using mass destruction weapons (d) to em- 
phasize inter-Army technical service team 
play and inter-service cooperation required 
of Army, Navy and Air Force elements to 
provide logistical support. 
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The new concept envisions the relief of 
combat commanders from many detailed log- 
istical and administrative responsibilities 
they held in the past. It stresses new 
methods of dispersion and flexibility to 
counter the mass destruction weapons which 
may be used in a future enemy attack. 

The proposed concept attempts to pro- 
vide a speed-up in logistical operations by 
simplifying, by decentralizing and by clari- 
fying command, largely in the communica- 
tions zone but also in field army, with em- 
phasis on the important mission of support- 
ing the field army. 

It proposes to increase the effectiveness 
of logistics by eliminating intermediate in- 
stallations. 

The concept intends to relieve combat 
commanders of maximum administrative 
and logistical functions so that they can de- 
vote all their attention to the primary mis- 
sion of defeating the enemy. The concept 
foresees that responsibility of combat com- 
manders for service support would be re- 
duced to the minimum essential for proper 
tactical employment of combat troops. 
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Fic. 2, RANKING OFricers oF LoGex-55 Discuss New LocisticAL CONCEPTS 
Left to right—Cor. S. T. Draper, MC (Liaison Officer from 1st Logistical Command), Bric. GEN. 


E. A. Brxsy (CG 1st Logistical Command), Cot. A. J. Lepprnc (Group Chief of Staff). 
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Under the concept, higher headquarters 
(Theater Army) would handle broad plans 
and policies. Theater Army would delegate 
all logistical planning and operations to a 
Theater Support Command. The Theater 
Support Command headquarters would con- 
tain the senior representatives of all techni- 
cal and administrative services. (See Chart 


1) 


The type field army would have similar 
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combat zone commander or support area 
commander in the area of the other. The 
new concept calls for dispersion of units, 
supplies and facilities to the point where 
they are no longer profitable targets and the 
loss of some units will not disrupt the en- 
tire combat operations. To meet these mod- 
ern methods of attack the concept proposes 
maximum authority for local commanders, 

The Theater Support Command would be 
organized into one or more coastal support 





organization with a field army commander 
delegating details of the logistical activities 
to his army support commander. 

Rear boundaries would be established as 
far forward as battle conditions permit. The 
theater support commander (replacing the 
old communications zone commander) 
would extend operations as far into the 
combat zone as possible and conduct all ad- 
ministrative operations in rear areas except 
those which must be under the command of 
the combat zone commander. This point of 
division would occur where distribution to 
actual combat units takes place. 

It is felt that responsibility for area con- 
trol should not restrict the operations of the 


sections (formerly base section) and one 
or more direct support sections (formerly 


advance sections). (See Chart 2.) The old 
intermediate section is eliminated. That area 
is occupied only for routes of communica- 
tion. Installations are dispersed along the 
coast and directly in rear of field army. 
The concept proposes stripping field army 
of all 
heavy maintenance. It also maintains that 
neither field army or the direct support sec- 
tion should perform any functions which 


depots, evacuation hospitals, and 


prevent them from keeping up with tactical 
operations. 
When practicable, supply deliveries would 


CHART 1 





CG 








STAFF 
SECRETARIAT 





DEP & COFS 






























































FUNCTIONAL| STAFF 
L i l it 
EP FOR SVC ACOFS ACOFS ACOFS | | ACOFS 
EXECUTIVE RQMT & ACQN STOR & DISTR MOV MAINT 
Sr. 
SERVICE | STAFF 
| al 
C OF SVC] [COF SVC] [¢ OF Svc 
PERS &| | INTEL @/ | SUP & 
ADMIN OPN MAINT 
SPECIAL |_ STAFF 

















z 





ao 
M 








[em |) [ee 














cmt] [ene] [wed] [oro sis 
[ ] 
DIRECT COASTAL 
SUPPORT SUPPORT 
SECTION SECTION 




















ORGANIZATION CHART OF THE THEATER SUPPORT COMMAND. 
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U.S: 
detailed plans for 
Colonel R. A. Hill, MSC, USA, 
ind Lt. Col. A. R. McAlpine, 
Plans Div. 


Fic. 3. LookING OveER the 
Logex-55 are 
Chief of Plans Div., < 


MSC, Exec. Officer of 


be made directly from the coastal support 
section to field army supply points or even 
to division issue This, the concept 
asserts, would avoid unnecessary picking up 
wearing out of supplies 


points. 
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by movement, and the creation of a huge 
supply pipeline which must be filled. 
Support sections and the army support 
command would have primary and second- 
The primary mission, termed 
“wholesale,” is that of providing support 
for combat forces and for original distribu- 
support elements 


ary missions. 


tion of supplies to the 
themselves. 

The “retail,” 
is that of providing final distribution of 
supplies to the command itself. All whole- 
concentrated dir- 
ectly Retail, or 
local support functions, would be delegated 


secondary mission, termed 


sale functions would be 


under the support section. 
to a deputy for section service. 

Within both coastal and direct support 
sections, depot complexes composed of 
branch type depots would be established. 
Depot complexes would be dispersed in the 
vicinity of the ports and beaches in the 
coastal section. In the direct support section 
itself they would follow closely behind the 
field army. The direct support section would 
be kept as shallow as possible. 


The concept proposes that the groups of 
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wholesale installations would be relieved 
of routine activities connected with their 
own support. The local elements necessary 
to support these depot complexes are organ- 
ized under one commander and designated 
as a service center, not unlike facilities to be 
found in a suburban shopping center. The 
service center commander does not com- 
mand those elements of the section support 
commands supported by the service center. 

The Theater Support Command, all sec- 
tions, and the Army Support Command 
would be organized with a functional staff 
instead of the conventional general staff. 
This staff would be organized into four 
groups: (1) Requirements and Acquisition 
(2) Storage and Distribution (3) Move- 
ments and (4) Maintenance. All other con- 
ventional staff and administrative functions 
would be delegated to the deputy for sec- 
tion service. 

The Theater Support Command Surgeon 
is the senior surgeon in Theater Army. He 
prepares broad plans and policies within the 
scope of Theater Army policies and pre- 
pares directives for the operation of the 
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medical service in his area. (See Chart 3.) 
These policies are coordinated by the Theater 
Support Command, AC/S for Maintenance 
and AC/S for Movements and submitted to 
Theater Army through the commander of 
the Theater Support Command. Upon ap- 
proval by Theater Army they are issued as 
directives by that headquarters under the 
direct supervision of the Theater Army G-4, 

The Surgeon of the Theater Support 
Command, as the senior surgeon in the 
Theater Army, furnishes staff supervision 
in the execution of Theater Army direc- 
Theater Army-wide 
medical inspections. He also ascertains the 


tives and conducts 
medical support requirements of Theater 
Army, formulates plans for the support and 
supervises its accomplishment under coor- 
dination and supervision of the AC/S for 
Maintenance. 

The availability of sufficient ship, plane, 
helicopter, train or vehicle transportation 
determines the degree to which evacuation 
can be acomplished. The concept outlines 
that holding facilities must be available to 


retain patients for periods during which . 
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insufficient transportation is available. These 
are provided in the field army area by the 
field army and in the support sections by 
the support section. 

Coordination is maintained through the 
establishment of a medical regulating office 
in the medical section of the Theater Sup- 
port Command and in the Medical Support 
Command of the support sections. 

The medical regulator, in coordination 
with AC/S for Maintenance and through 
whichever agency (Air. Force, Navy, Trans- 
portation Corps, Medical) controls trans- 
portation, arranges for the allocation of 
transportation necessary for the evacuation 
of patients from the field army to the theater 
support command hospitals. Each day the 
number of patients awaiting evacuation 
from field army is ascertained by type and 
location, by the Theater Support Command 
Medical Regulator. The Theater Support 
Command informs the medical 
regulator daily regarding the number and 
location of beds available to which patients 


Surgeon 


may be evacuated. 

The medical regulator requests the ap- 
propriate type of transportation and informs 
the medical installations from which pa- 
tients are to be evacuated, the medical in- 
stallations to which the paitents are to be 
transported, and the surgeon of the Theater 
Support Command and the support sections 
regarding the movement. 

In the early phases of an operation when 
only one support section is ashore, all evacu- 
ation and hospitalization in the support area 
is furnished by the support section. The 
medical regulating officer of the support 
section regulates the flow of patients from 
the combat zone to the general hospitals in 
the support section and from the theater. 
At the time the Theater Support Command 
Headquarters arrives in the area and two 
or more sections are operating, the medical 
regulating officer of the surgeon’s office in 
the Theater Support Comman.] assumes re- 
sponsibility for direction of the flow of pa- 
tients from the combat zone and between 
support sections. 

The concept proposes that patients be 
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sorted at each point where the mode of 
transportation is changed, because it is a 
fundamental principle of the medical sery- 
ice to evacuate patients no farther to the 
rear than their condition or the military 
situation demands. 

Close coordination and rapid means of 
communication are necessary, it is pointed 
out, to provide the regulating office with 
current information on empty hospital beds 
in the Theater Support Command and the 
number of patients, by type, who are await- 
ing evacuation. This information must be 
supplied by the support sections and field 
army. 

The surgeon of the Theater Support 
Command, in coordination with AC/S, for 
Maintenance, prepares and publishes, in the 
name of the commander, broad plans and 
policies governing the care of patients and 
operation of the general hospitals, conval- 
escent centers and general laboratories. The 
responsibility for detailed plans, policies 
and operations of the installations is dele- 
gated to the support sections. 
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Fic. 4. FIvE switcHBoArDs capable of handling 
40,000 calls a day were installed for Logex-55. 
Maj. Gen. (then Brig. Gen.) J. P. Cooney, Ma- 
neuver Director, and First Lt. E. Aured, SC, 
inspect communications, 
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The Medical Support Command has the 
responsibility for planning and supervising 
the operation of these medical installations 
in the support section engaged in theater 
support. The general hospitals in the Medi- 
cal Support Command receive patients from 
the evacuation chain. Patients who cannot 
be returned to duty within the prescribed 
evacuation policy are prepared for evacua- 
tion from the theater. 

The Deputy for Section Service in the 
support section affected by our A-bomb 
would direct that the Damage Control Plan 
be put into effect. He would also plan for 
continuity of service support and keep the 
Commanding General informed of the situa- 
tion. 

While others are coordinating plans, 
supervising operations and determining 
needs, the Medical Support Command in 
the support section would prepare to make 
assistance available as needed to the service 
centers, which would contain the treatment 
units; would designate the hospitals to re- 
ceive patients and then supervise their ex- 
pansion of facilities, and they would keep 
the section surgeon informed of the situa- 
tion. The section surgeon would determine 
the availabilities of supplies, make estimates 
of the situation, plan for required person- 
nel, equipment and supplies, and coordinate 
with the other groups involved. 

The next morning, about 16 hours after 
the bombing, the Medical Support Com- 
mand received a phone call from a station 
hospital and was told, “We have been up 
all night and my men are dropping from 
sheer exhaustion. We can’t continue much 
longer without help. You are going to have 
to send me more help right away. My sup- 
plies are running out again. Send me all 
that you can lay your hands on.” 

The Support Command must direct medi- 
cal depots to furnish supplies and appropri- 
ate units to send needed personnel. 

The LOGEX-55 problem concerned Op- 
eration Gridiron, which was planned and 
conducted by Headquarters, Mediterranean 
Command, located in Algiers. The hypothet- 
ical operation involved an invasion of 
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southern France and an advance to the north 
to link up with Allied forces driving east. 

Selection of this particular site for the 
operation in no way indicates any future 
strategic plans or policies of the United 
States. Actually the problem could be 
played with any geographic land mass which 
involves over-the-beach operations. 

One of the primary reasons for using 
this area in southern France for the simu- 
lated play in the vast quantity of available 
data of all types concerning the area. When 
in 1944, General Patch and the 7th Army 
fought through this same area, the Army 
was able to collect a wealth of material, in- 
cluding road and rail information, terrain 
maps, weather and climate data and sta- 
tistics relating to the economy and popula- 
tion of the area. 

The imaginary beach assault on the shores 
of southern France has been made by am- 
phibious elements of Task Force Gridiron. 

Upon establishment of the army rear 
boundary by Army forces along a line north 
of Marseilles, running eastward to Drag- 
uignan, Headquarters Task Force Gridiron, 
was dissolved. 

The major army commands remaining 
after dissolution of the headquarters were 
the 13th Army and the 15th Theater Sup- 
port Command. Operating under the latter 
were the 16th (direct) Support Section and 
the 17th (coastal) Support Section, (Or- 
ganization of the area at the actual opening 
of the exercise is shown in Chart 4.) 

The student player, in the capacity of a 
staff officer at one of the major headquarters 
or of a large service unit, took part in the 
operations required to support the field 
army of 400,000 troops. The maneuver op- 
ponent possessed greater manpower poten- 
tial than the Allies and equaled them in air 
and ground weapons and equipment ; he had 
the capability of defeating the Allies and 
could be overcome only by superior leader- 
ship and professional competence. 

The play of the problem consisted of 
player reactions to routine and unexpected 
situations made known through a scenario 
as the battle developed. Some situations ex- 
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isted as the problem opened ; others were pre- 
sented as orders and directives from higher 
headquarters, reports and other informa- 
tion from subordinate elements and logisti- 
cal requirements of support units. Informa- 
tion received was evaluated, additional in- 
formation gathered if necessary, estimates 
of the situation formed and coordination 
with interested individuals effected before 
the course of action was selected. 

Medical play in the LOGEX problem 
concerned itself primarily with evacuation 
and hospitalization. The purpose was to 
provide a practical understanding of the 
principles and practices of medical field 
service by presenting realistic problems 
which required staff coordination, especially 
inter- and cross-service, for their solutions. 

The scenario of the problem assessed 
losses in poportion to the tactical situation. 
Problem play concerned itself with those 
needing evacuation from division clearing 
stations and back, but not forward of this 
point. Care or transportation required pre- 
vious to division clearing was assumed to 
have been 


accomplished by subordinate 
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units. Patients were categorized medically 
as litter or ambulatory, by type as Army, 
POW, civilian, etc., and were considered in 
bulk figures rather than as individuals. 

Patients were represented in the exercise 
by Patient Cards which classified them as 
litter, ambulatory, dead or returned to duty. 
Each card represented a number of patients 
and was so marked. In this way, the proper 
patient capacities of treatment and evacua- 
tion units could best be facilitated. The 
cards remained in the possession of the sub- 
ordinate units responsible, except while in 
transit, when they were in transportation en- 
velopes, representing ambulance, rail or air 
evacuation. 

For example, a subordinate element may 
have reported to its commander (a student 
officer player) that he had so many pa- 
tients awaiting evacuation. The student at 
once arranged for the appropriate evacua- 
tion means and notified the subordinate ele- 
ment to prepare the patients for evacuation. 
The subordinate element then initiated a 
card representing these patients. When the 
evacuation means arrived, represented by 


U. S. Army Photo 


Fic. 5. UmMprres KEEP CHECK ON ALL OPERATIONS AND APPRAISE WorK OF STUDENT PLAYERS 


Left to right—Cot. R. H. Scuutz, Chief Army Umpire; Cor. J. A. Smiru, Chief Air Force Umpire; 


Maj. Gen. A. T. McNamara, Chief Logex-55 Umpire; Carr. H. H. Kart, Chief Navy Umpire. 
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an envelope, the card was placed in the en- 
velope and the number subtracted from the 
total on-hand census. Time and space fac- 
tors were interjected to increase reality. 
Under this newly proposed Theater Sup- 
port Concept, the chain of evacuation was as 


follows: 


1. From division clearing stations, pa- 
tients were normally evacuated to evacua- 
tion hospitals by surface and air transporta- 
tion. 

2. In a moving situation where patients 
could not be evacuated directly from clear- 
ing stations or surgical hospitals to evacua- 
tion hospitals, they were evacuated to clear- 
ing companies, located immediately to the 
rear of the division rear boundary, which 
were utilized as temporary holding facili- 
remained in these facilities 
to the rear could be ac- 
complished. Another mission of the clearing 


ties. Patients 
until evacuation 


companies was the hospitalization of pa- 
tients requiring not more than three days 
of hospitalization. The extent of hospitaliza- 
tion accomplished by the separate clearing 
companies depended upon the extent of its 
use as a temporary holding facility. 

3. From the evacuation hospitals operated 
by the direct support section, patients were 
removed to the coastal support section un- 
der the established evacuation policy. 

4. Patients in coastal 


support section 


hospitals requiring evacuation under the 
established evacuation policy were normally 
evacuated to facilities located in the zone 
of the interior. 


The responsibility for evacuation of pa- 
tients within the field army area to the 
evacuation hospitals rested with the field 
army medical command. It was expected to 
utilize its own surface and air transporta- 
tion. Responsibility for evacuation from the 
direct support section to the coastal support 
section rested with the coastal support 
group. If surface transportation was to be 
used, the coastal support section would, 
upon request, assist by providing vehicle 


and rail transportation means. The coastal 
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support section was then responsible for 
taking such action as necessary to effect 
evacuation of patients out of the area. 

As related to the play of the exercise, the 
number of patients received and processed 
by the Medical Service was prepared as 
part of the scenario and was introduced 
into the exercise by umpires, each report- 
ing the admittances of patients to the in- 
stallations they represented. When medical 
vehicles, represented by envelopes, were 
used for evacuation, the subordinate elements 
of the evacuation units were notified. 
Evacuation unit representatives computed 
time for trip to transferring medical facil- 
ity, then after this time elapsed, delivered 
the transportation (envelope) to the medical 
facility. There the medical facility represen- 
tative inserted the patient card in the en- 
velope and deducted the patients so repre- 
sented from his census. Evacuation unit 
representatives computed time for delivery 
of patients to destination, held envelopes 
until this time had elapsed, then delivered 
the patients (cards in envelopes) to the 
unit representative of the receiving facility 
who admitted the patients, added them to his 
census, and reported the admissions to his 
player at the next higher level. 

When Transportation Corps 
that is, trucks, helicopters, or ambulance 


vehicles ; 


trains; were used, the medical player re- 
quested the transportation from the appro- 
priate transportation officer, who dispatched 
the transportation, represented by a messen- 
ger with an envelope, to the requesting off- 
cer. The needed time for movement of the 
vehicles was determined by the transporta- 
tion officer and the vehicles were not made 
available until that time, thus providing a 
greater sense of realism for the players. 

As played, LOGEX provided an excel- 
lent vehicle for emphasizing to the officer 
students coordination among Army techni- 
cal services and among the Army, Navy and 
Air Force. The Department of the Army 
has appointde a board of officers to review 
and study the new logistical concepts as 
developed in the maneuver. 














Staffing Standards for the Radiological Service 


By 


Lt. CotoneL Metvin V. ScHLAAK, MSC 
AND 


Ltr. CotoneL Mitton C. Devoiires, MSC 
Office of The Surgeon General, 
Department of the Army 


N THE summer of 1952, the Office of 

The Surgeon General established the 

Hospital Management Research Unit 
at Brooke Army Medical Center, Fort Sam 
Houston, Texas, with the mission of con- 
ducting research in hospital administration. 
The first major project assigned to the unit 
was the measurement of work in various 
hospital areas in order to determine sound 
staffing standards. 

From a number of projects completed, 
the one on the Radiological Service, Brooke 
Army Hospital, is chosen for this report. 

METHOD OF APPROACH 

The research group first laid out its plans 
for the study and then oriented the Radio- 
logical Service staff as to the purpose and 
importance of its study. Four years of ac- 
cumulated workload data were analyzed to 
discover seasonal trends and the frequency 
distribution of the various X-ray examina- 
tions. This was followed by preliminary all- 


day observation studies to acquaint person- 
nel with research problems and to derive 
realistic task lists. The study was concerned 
only with the work of nonprofessional per- 
sonnel in the diagnostic section. A list of 
coded activities was prepared as well as in- 
dividual job cards on which time for each 
operation was punched on a consecutive 
time recording machine. Trained observers 
watched the operation and the time it took 
to perform it. The data were tallied at the 
end of each day. 

Time studies were conducted over a sufh- 
ciently long period of time to obtain a rep- 
resentative sample of the work performed. 
A full range of patients was observed—in- 
fants to the aged, the cooperative and un- 
cooperative, the ones requiring only a few 
minutes for examination to others requir- 
ing several hours. 

From 2,600 timed observations collected 
over a period of eight weeks, tentative per- 
formance standards were established. The 


COMPARISON OF HERCENTAGE OF OCCURRENCE OF FIVE PRINCIPAL X-RAY EXAMINATIONS 
AT BROOKE ARMY HOSPITAL FOR 1949-1952 
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last step in the procedure entailed the de- TABLE A. PERFORMANCE STANDARDS FOR 
sign and use of feeder reports for the ac- RADIOLOGICAL SERVICE 








cumulation of performance data. These sta- ; 
Minutes 


Routine Special 
“ec ” | 
measured work and “man-hours expended DEB A me T Be 


tistics included “work units produced” for Type of Examination 
ype 





for doing both measurable and unmeasur- 1. Chests 6.5 24.5 
able work. The accumulated data were 2. Bones and Joints |, es 31.5 
evaluated and a performance effectiveness 3. Spines 11.5 108 .5 
: fo @ Peed Onl f eo 4. Skulls 18.0 108.5 
computer aor the service, 2 he ter six 5. Gastrointestinal Series | 15.5 108.5 
months experience were the tentative stand- 6. Sinuses ae 108.5 
ards considered valid and ready for use. 7. Abdomens | 11.5 108.5 
8. Prenatals 13.0 108.5 

FINDINGS 9. Barium Enemas 16.0 108.5 

‘ ; ; x 10. All Others 15.0 108.5 
Comparative studies made of the fre- 11. Fluoroscopic 20.0 108.5 


quency distribution of the various types of - 
X-ray examinations and the technician time ards for both routine and special exam- 
consumed in accomplishing them resulted in inations; routine examinations being those 
focusing attention on the more routine but performed in the Radiological Service; 
frequently occurring examinations. For ex- special, those done in the wards, clinics, op- 
ample, chest X-rays representing 43 per cent erating rooms, cast rooms; or the highly 
of the workload required only ten minutes technical and time-consuming ones. Special 
each to complete. On the other hand, cat- examinations represent only a small part of 
diac catheterizations, representing only .02 the total X-ray workload. 

per cent of all examinations, required each : 


more than 100 minutes. Since approximately UsinG STANDARDS TO CHECK 
800 chest examinations are completed UTILIZATION OF PERSONNEL 
monthly to one cardiac catheterization, the In order to determine whether assigned 


total of the first represents a much greater technicians are fully utilized or whether the 
amount of work for the X-ray technicians,  geryice is understaffed, it is necessary to 
dark room, and clerical personnel than the keep a record of the work done or exam- 
comparatively few, but more time-consum- nations and treatments performed. For this 


ing, “special” examinations. purpose, the form shown in Figure 2 may 
Figure 1 illustrates the relative annual pe ysed. It is also necessary to keep score 
percentages of the five principal types of of the actual or man-hours expended in do- 
P. seves we mati + rhare ~ > > Q5 . . + ° 

X-ray examinations which constituted 85 ing the job. For this purpose, the form 
per cent of the workload at Brooke Army shown in Figure 3 may be used. Knowing 
Hospital. Ten different examinations ac- the work done and time it takes to do it, the 
" : ay oe a So: ae EK . * bo : 
counted for 95 per cent of the work. A effectiveness of personnel utilization may 
sample survey in other large Army hospi- be calculated by the following equation : 


tals indicated a similar frequency distribu- % effectiveness = Number of Examina- 

tion. tions of Each Type X Standard Time of 
opr ANCE Cran ‘ - ° ° ‘ 
PERFORMANCE STANDARDS Each in Minutes X 100/Available Man- 


In arriving at performance standards, the Hours X 60 
average time required per examination was For example, during the period 1-8 June 
used. To this was added a constant of 1.84 1953, a hospital had 798 different examina- 
minutes for administration and unavoidable tions requiring 177 standard man-hours of 
delays. In addition, a 10 per cent allowance work. This hospital had assigned four tech- 
was added for personal and break time. nicians who during this period were avail- 


Table A represents the performance stand- able for a total of 221 hours. Accordingly, 














Diagnostic Examinations Routine 


. Chests 
Bones and Joints 
. Spines 
. Skulls 
. Gastrointestinal Series 
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. Sinuses 
. Abdomens 
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8. Prenatals 

9. Barium Enemas 
10. Fluoroscopic 
11. All Others 


Totals 


there was 177 X 100/221 = 80 percent 


effective utilization. 


SIGNIFICANCE OF PERCENTAGE OF 
EFFECTIVENESS 

The standards recommended in Table A 
reflect the average time for the average 
technician. Accordingly, 100 per cent effec- 
tiveness represents what the average tech- 
nician should produce if fully utilized. With 
proper direction and motivation or greater 
skill, 20 percent or more work can be done 
without undue fatigue. For this reason 
whenever a high per cent of effectiveness 
occurs, the following desirable conditions 


exist: 


Fic. 3. MAN-Hours Expr 


Military Medicine 


Fic. 2. MONTHLY REPORT OF PERFORMANCI 
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Sat., Sun., | re 
| & Holidays ‘otal 


Night 


1. The work is well organized and super- 
vised. 

2. There is an effective appointment and 
records system. 

3. Technicians are well trained, moti- 
vated, and fully utilized. 

4. Necessary supplies are available and 
equipment is in good working condition. 


UsING THE STANDARDS TO CALCULATE 
PERSONNEL REQUIREMENTS 
This may be done by using the following 
formula: Number of Each Type of Ex- 
amination/Month xX _ Standard 
Each/60 X 176 (Work hours/man/month). 
For example, a hospital had 5000 exam- 


Time of 


SNDED DURING THE MONTH 


Productive Man-Hours 


Week 
Days 


Job Title Number of 
i Employees 


0800-1700 | 


X-Ray Technician 
Dark Room Technician 
Supervisor 

Receptionist 

Secretary 

File Clerk 


ae ee ) Non- 


| Nights | Sat.-Sun. Productive Potal 
| Holidays | Man-Hours 


1700-0800 | 0800-1700 | 


Note: Productive time is the number of man-hours expended by personnel in doing work including author - 


ized rest period and unavoidable delays. Nonproductive time is the number of man-hours expended by 


personnel for sick leave, annual leave, or other absence which does not contribute directly to the work at 


hand. 
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inations as average per month (Table B). 
This represented 61,823 standard minutes 
or 1030 hours of productive time. Dividing 
by 176, the average number of work hours 
per month, we find we need 6 technicians 
for day staffing from Monday through 
Friday. To this number must be added 12 
per cent for leaves and illness, 40 per cent 
for weekends; and 40 per cent for night 
coverage. Thus, it appears that the hospital 
would require 11.6 X-ray technicians for 
7-day coverage and 2.7 men for emergency 
work at night. Other personnel would also 
be required as indicated in the following 
table : 
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Accordingly, 27 nonprofessional person- 
nel would be required to provide full cover- 
age round the clock in a large hospital av- 
eraging five thousand diagnostic examina- 
tions per month. 


SUMMARY 


Engineered performance standards have 
been developed for diagnostic work in the 
Radiological Service. These standards can 
be utilized to check the performance or uti- 
lization of nonprofessional personnel or to 
calculate staffing requirements based on an- 
ticipated workload. The method described is 
generally applicable to all hospitals. 


TABLE B. STAFFING OF A HospiITAL RADIOLOGICAL SERVICE 


(With 5,000 Examinations/Month) 














om 12% | . 
Job Title Number i ig eG Total 
weaves | 
X-Ray Technician 6 Bj 6.7 Monday-Friday (days) 
Dark Room Technician | 2 S. 22 1/2500 Examinations 
X-Ray Technician | 2.4 a 2.7 Saturday and Sunday (days) 
X-Ray Technician 2.4 3 + Te | Nights 
Stenographer 3 4 3.4 | 1/1760 Examinations 
Receptionist 3 A 3.4 1/1760 Examinations 
File Clerk 3 4 3.4 1/1760 Examinations 
Se a ae eee SS ae ee Sone i Pa 
Subtotal tet > See eS Cs a 
——- saat $$ ; ae 
Supervisor | 2 2.2 | 2.2 1/10 Employees 
Total Personnel 23.8 4.9 26.7 
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Who Is Discouraged? 


When Abraham Lincoln was a young man 
he ran for the legislature in Illinois and was 
badly beaten. He entered business, failed, 
and spent seventeen years of his life paying 
up the debts of a worthless partner. He was 
in love with a beautiful woman to whom he 
became engaged. Then she died. 

Entering politics again, he ran for Con- 
gress and was badly defeated. He then tried 
to get an appointment to the United States 





Land Office but failed. He became a candi- 
date for the United States Senate and was 
badly defeated. 

In 1856, he became a candidate for the 
Vice-Presidency and was defeated. One 
failure after another, bad failures—great 
setbacks. 

In the face of all this adversity he eventu- 
ally became one of the greatest men of our 
country. 











Processing of Civilian Medical, Dental and 
Veterinary Vouchers 


By 


ELeANor E. Trotter, LL.B.* 


HE Armed services are responsible for 

the medical care of their members. 

Medical care by civilian physicians or 
civilian medical treatment facilities is author- 
ized when the required care cannot be pro- 
vided by available medical treatment facilities 
of the Department of Defense or other 
Federal agencies outside the Department of 
Defense. To meet this responsibility, Army 
Regulations with supplemental Special Regu- 
lations and other directives have been pub- 
lished from time to time as guides for per- 
sonnel being utilized to process civilian medi- 
cal claims and preparation of required vouch- 
ers. The difficulties experienced in procuring 
information required to settle these accounts 
have been given serious consideration. Two 
phases of this operation which are of the 
utmost importance are: orienting military 
personnel of their rights to obtain such care, 
and the procedure to be followed in having 
their expenses paid for obligations incurred. 
Another necessary service is to keep the 
public informed through the media of tech- 
nical journals, magazines, and other techni- 
cal publications as to action to be followed 
to effect prompt payment, 

The over-all difficulties in processing 
vouchers for payment are due to circum- 
stances such as: patient and Commanding 
Officer being transferred before bills are re- 
ceived ; installations being closed and records 
retired; patient and Commanding Officer 
being discharged from the service. The local- 
ized difficulties which are believed to be 
applicable to all Armies are listed herein 
with action taken to overcome certain ob- 
stacles. 

Inaccuracies in the preparation of public 
vouchers by civilian claimants : These are us- 

* Certifying Officer, Medical Section, Hq Third 
Army, Ft. McPherson, Ga. 
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ually in the form of omissions such as (1) 


duty status of recipient, (2) diagnosis 


and/or nature of services, (3) failure to 


itemize services and medications. The faulty 


preparation of public vouchers results. in un- 
necessary delay in settlement of claims and 
much additional correspondence. To supple- 
ment instructions shown on the reverse 
side of DA Form 8-9 and those contained 
in AR’s and SR’s, a “Standing Operating 
Procedure” was initiated, published, and dis- 
seminated to installations. This SOP is re- 
vised each year in order to meet changing 
demands. Due to inaccuracies shown on 
vouchers received for settlement, it was de- 
termined that, if one officer or a unit at each 
installation were responsible for preparation 
of all claims, a more expedient method of 
Military District 
Commanders were instructed that all vouch- 


processing would result 
ers from sub-districts should be routed 
through their headquarters for review prior 
to submission to the Army Commander. 
(This action was put into effect as shown 
in Figure 1) The saving in time required 
to process vouchers and the elimination of 
unnecessary correspondence have been most 
gratifying. 

Another problem was the time involved 
in preparing correspondence. Again, as in 
past months, previous correspondence was 
reviewed to determine what action could be 
taken to decrease the time involved and re- 
duce the amount of correspondence proc- 
essed. Attached as Figures 2-7 are sample 
copies of mimeographed forms currently in 
use as a result of these reviews. A claim 
is recorded immediately upon receipt of in- 
formation that individuals have/or are re- 
ceiving civilian medical care. Copies of offi- 
cial messages, prepared by the Medical Reg- 
ulating Officer directing stations to assume 
“medical” reporting responsibility, provide 











(1) 
10Sis 


e to 


ulty , 


un- 
and 
ple- 
erse 
ined 
ting 
dis- 
re- 
‘ing 
on 
de- 
ach 
ion 
of 
rict 
ch- 
ted 


ior 


le 








one source of such information. (See Figure 
8) An additional statement is included in 
these messages requesting that public vouch- 
ers be prepared and submitted as soon as 
possible. (In the event information pertain- 
ing to claims is not received within thirty 
days, a tracer, Figure 2, is initiated to keep 
the case alive until a final decision has been 
reached. ) 

Other sources of claims are correspond- 
ence and bills of civilian claimants. Follow- 
up correspondence is initiated upon receipt 
of information that a civilian agency has 
treated a member of the Armed Forces. This 
action was originated in 1952. (See Figure 
9 for format.) Reports from field installa- 
tions indicate that civilian agencies are re- 
marking that the Army has certainly cut 
“red tape’”’ by furnishing instructions in the 
preparation and submission of hospital state- 
ments. (See Figures 6 and 7 for format.) 
There have been less than six Congressional 
inquiries instigated by civilian claimants dur- 
ing the past year. These inquiries involved a 
question as to AWOL status and required 
more extensive investigation. 

Figure 3 is mimeographed form letter of 
transmittal used to forward claims and 
vouchers to appropriate commands for set- 
tlement. At Figure 4 is form letter used to 
notify civilian claimants of transmittal of 
their claim to another command. 

In 1953, authority was delegated to mili- 
tary district chiefs to effect settlement of 
civilian medical and dental vouchers cover- 
ing physical examinations of inductees per- 
formed by civilian physicians at Armed 
Forces Stations. (See Figure 11.) Public 
vouchers are prepared at Armed Forces Ex- 
amining Stations in accordance with fixed 
fees published annually by the Department 
of the Army and forwarded to Fiscal Ofh- 
cers of Military Districts for audit and cer- 
tification of funds allocated. These claims 
and vouchers were formerly sent to this 
headquarters for final fund certification and 
transmittal to the Finance Office for pay- 
ment. A large saving in man hours was real- 
ized. 

In 1954, a study was made to determine 
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what action could be taken to eliminate the 
necessity of writing a separate piece of corre- 
spondence for each individual to obtain ap- 
proval of the Army Commander for eye re- 
fractions. As a result, it was found that one 
installation was submitting approximately 30 
to 50 requests each month with as many 
vouchers for settlement. Due to the require- 
ments of that particular installation, these eye 
examinations were necessary. It was re- 
solved that the Post Surgeon should evalu- 
ate the need for eye examinations and the 
Post Commander approve these requests. 
As a result, only one voucher is submitted 
monthly for all individuals receiving eye 
refractions for final approval and settlement. 
The elimination of the original requests to 
this headquarters, a reply thereto, and a 
single voucher for each individual have sim- 
plified the procurement of eye refractions at 
this installation. However, certain other in- 
stallations do not have personnel necessary to 
evaluate the need for the necessity of eye re- 
fractions, and requests therefor must con- 
tinue to be submitted to this headquarters 
for approval. Figure 5 is a mimeographed in- 
dorsement used if refraction is approved. 

Another improvement put into effect in 
March 1954 was a simplification of the fil- 
ing system used in recording a claim and its 
paid voucher. A 3 X 5 index card was de- 
vised as per format at Figure 10. The infor- 
mation shown therein reflects all pertinent 
data necessary to review a case without re- 
calling the correspondence. Previously, a card 
was prepared for the patient and for each 
claimant, with pertinent cross references be- 
ing made on each card. There was an average 
of three index cards made for each case, with 
some cases having as many as eight to ten 
civilian claimants. The new index filing sys- 
tem has increased efficiency and resulted in 
a saving of supplies and man hours. 

The requirements of the job of Claims Ex- 
aminer entail approximately four months 
training to become oriented in the duties 
thereof, The great variety of problems each 
case presents must be dealt with on an 
individual basis. Claims may appear to be 
alike in most instances, but after examina- 
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tion a different approach must be used to 
resolve each case. The job further requires 
an unusual amount of correspondence to be 
written. This task calls for diplomacy in 
order to maintain good relations with the 
public and constituents. For the person con- 
tacting civilian claimants, personally or by 
other means, the ability to exercise diplomacy 
and tact and to act as a representative of 
the Army Commander are traits desired and 
needed. 

Each case must be treated with particular 
attention ; therefore, it is important that all 
papers be retained in the Claims Office until 
completed. In order to avoid making dupli- 
cate copies of all data and having part of 
the case in official records and part remaining 
in the operating office, the policy adopted was 
to have all correspondence emanating from 
the office stamped “Record Copy—Medical 
Section.” This correspondence is returned 
to the Claims Branch subsequent to signa- 
ture and dating by Mail and Records Branch, 
AG Section. This eliminates the necessity 
of the AG maintaining a suspense file. When 
a case is completed, final disposition is shown 
on the index card of patient and filed in the 
Claims Branch, Medical Section; and all cor- 
respondence, with duplicate copy of paid 


(For figures 1-12, please see following pages) 


vouchers, is forwarded to AG for permanent 
records. 


SUMMARY 


Civilian medical, veterinary and dental 
claims and the preparation of accompanying 
vouchers are a responsibility of the Army 
Commander. 

The system described herein is the result 
of the application of sound management prin- 
ciples through the implementation of “Work 
Simplification Methods.” All officers and 
civilians engaged in the Medical Claims 
Branch have undergone “Work Manage- 
ment” “Work Simplification” courses, which 
is considered the “key” to the success at- 
tained. (See Figure 12 for present “Flow 
Chart” in use.) 

Considering the details that are an integral 
part of examining and certifying vouchers, 
experience has indicated that objective plan- 
ning is the keynote to accomplish (1) im- 
provement in work procedures, (2) obtain- 
ing factual data, and (3) maintaining more 
amicable relations with civilian claimants. 
There is still much that we can do by close 
and constant liaison between the Armed 
services, as well as with the medical pro- 
fession. 
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HEADQUARTERS THIRD ARMY 
Fort McPherson, Georgia 


AJSUR 150 (Med) General 30 December 1954 
Supyect: Preparation of Public Vouchers for Civilian Medical Care (42100) 


To: Commanders - 
Class I, II and Air Force Instailations and Units Indicated in Distribution 


Paragraph 2, letter, foregoing file and subject, this headquarters, 20 December 1954, is deleted and the 
following substituted therefor : 

“2. A single agency will be designated at each installation, to prepare all public vouchers for emer- 
gency civilian medical care furnished members of that installation. When medical bills for service 
rendered military personnel are received by unit commanders, they will be forwarded to the local 
agency designated for the preparation of public vouchers for medical care. All public vouchers for 
emergency civilian medical care will be prepared by the designated local agency of the appropriate 
installation in accordance with references cited in foregoing paragraph 1, and as supplemented by 


this directive.” 
BY COMMAND OF LIEUTENANT GENERAL BOLLING: 


/s/B. J. Tourville 

/t/B. J. Tourville 
Lieutenant Colonel, AGC 
Assistant Adjutant General 


DISTRIBUTION: 
BC, BE, TY, J, 6,44, NEO, P 


Ficure 1 


HEADQUARTERS THIRD ARMY 
Fort McPherson, Georgia 


AJSUR-F 150 (Med) 


Supyect: Tracer 


To: 
Bi Referetnce is: crm G00 a5. /o3. 5 sa55 ns cole Sees cs a ES es URS ele pecs afer this 
headquarters, AJSUR-F 150 (Med). 5 .o.o.c0 sic ccisivien. cic cia snes Sea ies Sine aisin ik wt doen e 54 sles eee eee 


a: PERE ne Pony torperne re nr tt mas crete subject =... 5. 50a0s0see eee 


2. No response has been received to foregoing correspondence. 


3. (Request) status of this case (will) be furnished this headquarters at the earliest possible date. 


3A FL 138, 17 Sep 54 


Ficure 2 
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HEADQUARTERS THIRD ARMY 
Fort McPherson, Georgia 
AJSUR-F 150 


SUBJECT : 


Al 

Forwarded as a matter pertaining to your command. 
FOR THE COMMANDING GENERAL: 
H 
Incl T 
qu 

3A FL 137, 17 May 54 
Ficure 3 fc 
HEADQUARTERS THIRD ARMY 
Fort McPherson, Georgia 

3. 


Dear 
Reference is made to claim in your favor for services rendered ..............ccecececececcecceeesers 
eee Clete MOS, TE LOC WATAE 10) oi. oi nc 6K odissiec cies sistisaesseaeas Army for disposition, in view 


of the fact that patient was a member of that Command at the time your services were utilized. Please 

address further inquiries regarding this case to the Commanding General, ...... 2.2... 0.60.0 cee eee e ees 

Be anid ds « INNS RAR e ws 8 oO nse «beck ip Kn RismeNd Met aed euarnle a nde att haute ease peels ls: 406 ee 
Your cooperation in this matter is greatly appreciated. 


Sincerely yours, 


3A FL 2, 30 Nov 54 





Ficure 4 














Processing of Civilian Medical Vouchers 


AJSUR-F 150 (Med) 
Ind 


Supyect: Request for Authority to Engage Civilian Physician for Eye Refraction 


HEADQUARTERS THIRD ARMY, Fort McPherson, Georgia 


0: 


L \ pproved. 


2, Request refraction be obtained in accordance with paragraph 3c, SR. 40-340-5, and spectacles, if re- 


quired, be procured in accerdance with provisions of paragraph 4, SR 40-340-5. 


3. It is also requested that voucher to cover refraction be prepared and forwarded to this headquarters 


for disposition. 


3AA FL—3, 23 Apr 54 


FiGurE 5 
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IN ACCOUNT WITH: (HOSP.) 
HOSPITAL STATEMENT 
TO; COMMANDING GENERAL, THIRD ARMY ADDRESS : 
FORT MCPHERSON, 
ATTN: SURGEON 
RESPONSIBLE OFFICER, NAME: ORGANIZATION: RANK: STATION OF OFFICER AUTH. SERVICE: 
PATIENTS FULL NAME: ASN RANK: ORGANIZATION & STATION: 
COMPLETE DIAGNOSIS: (INCLUDING COMPLICATIONS, 
ALSO, IF ANY PARTICULAR PART OF THE BODY 1S 
INVOLVED, THE EXACT ANATOMICAL LOCATION 
SHOULD BE GIVEN, FRACTURE, RIGHT HUMER— . 
US; PNEUMONIA, LOWER LEFT LOBE, ETC.) 
HOUR & DATE 
HOSPITAL ROOM, BOARD AND GENERAL NURSING: FROM To 194 
CT : 
GIVE EXACT HOUR OF ADMISSION AND DISCHARGE TOTAL 
RATE PER DAY: $ FOR OAYS $ 





DRUGS & DRESSINGS: 


(FURNISHED FROM HOSPITAL STOCK AND NOT #NCLUDED 
BE ITEMIZED IN DETAIL AS TO TYPE OF DRUGS FURNISHED, QUANTITY ANDO UNIT COST OF EACH, E.G., 4 ASPIRIN 
@ 24¢ Ea. — 10¢; 2 OZ. MINERAL OIL — 15¢ 3 4x6 BANDAGES @ 25¢ EA. — 75¢; ETC.) 


IN HOSPITAL RATE. THESE SHOULD 


























OF EACH, E.G., X=RAY LEFT ANKLE, 1-10x12 aP&L — $5.00; x-RAY, CHEST, 1-14x17 aP — $7.50 ETc.) 


(IF ADDITIONAL SPACE IS NEEDED USE REVERSE SIDE) TOTAL $ 
LABORATORY: (GIVE NUMBER & KINO OF TESTS AND COST OF EACH, E.G., 1 URINALYSIS $1.00; wec — 
$2.00, ETC.) 

TOTAL $ 
OPERATION ROOM: 
GIVE DATE AND TYPE OF OPERATION PERFORMED TOTAL $ 
X-RAY: (GIVE EXACT ANATOMICAL LOCATION, NUMBER OF FILMS USED, SIZE OF FILMS, TYPE VIEWS AND COST 





TOTAL $ 





SURGEON'S FEE: 


(1F MEMBER OF HOSPITAL STAFF AND CHARGES ARE JUSTLY OVE HOSP.) 


TOTAL $ 





ANAESTHETIC: tree useo 


SY WHOM ADMINISTERED (1.€., (A) MEDICAL OFFICER OF ARMY (8) MEMBER 
OF HOSPITAL STAFF EMPLOYED BY HOSPITAL ON SALARY BASIS AND CHARGES JUSTLY DUE HOSPITAL (C) CIVILIAN 
ANESTHETIST WHO WILL PRESENT A SEPARATE CLAIM FOR HIS SERVICES) 





TOTAL $ 





MISCELLANEOUS: 


AMOUNT OF FEDERAL ANDO STATE TAX 


INCLUDED IN TOTAL: 





TOTAL ; 
GRAND TOTAL 





"| CERTIFY THAT THE ABOVE BILL 
THE SERVICES WERE RENDERED AND NECESSARY; THAT THE 
DO NOT EXCEED THOSE CUSTOMARY IN THIS VICINITY AND PAY= 
MENT THEREFOR HAS NOT BEEN RECEIVED. 


1S CORRECT AND JUST; THAT 


SIGNATURE: 








(type) 
(tithe) 





IF PAYMENT HAS BEEN RECEIVEO GIVE NAME OF PAYER: 





RELATED CLAIMS: 


(PHYSICIAN, NURSE, AMBULANCE, ETC.) 








NOTE: THIS STATEMENT SHOULD BE FILLED OUT AND FORWARDED ALONG WITH HOSPITAL'S ITEMIZED CERTIFIED BILL IN TRIPLICATE 
SIGNED BY A TITLED MEMBER OF HOSPITAL STAFF WITH SIGNER'S WAME AND TITLE TYPEO DIRECTLY BENEATH SIGNATURE. THE 
ABOVE-QUOTED CERTIFICATE MUST BE SHOWN ON BILL. 








TO 


at 
RE 











Ww 





MED FORM 734 


Apr 1948 Rev 





















































































































































Processing of Civilian Medical Vouchers 
—— 
1M ACCOUNT WITH, FULL NAME: 
STATEMENT OF MEDICAL SERVICE 
TO: COMMANDING GENERAL, THIRD ARMY ADORESS: 
ed 
FORT MCPHERSON, GEORGIA 
ATTN: SURGEON 
= RESPONSIBLE OFFICER, NAME: ORGANIZATION: RAWK: STATION OF OFFICER AUTHORIZING 
aE SERVICES: 
FOR: PATIENT'S FULL NAME: ORGANIZATION: RANK: SERIAL NUMBER: 
UNDER CARE AT: (HOSPITAL, OFFICE, ETC,) 
— 
— TO: 194 
COMPLETE DIAGNOSIS (INCLUDING COMPLICATIONS. ALSO, IF ANY PARTICULAR PART OF THE BODY IS INVOLVED, THE EXACT 
ANATOMICAL LOCATION SHOULD BE GIVEN, E.G., FRACTURE RIGHT HUMERUS: PNEUMONIA, LOBAR, LOWER LEFT LOBE, ETC.) 
FOR TOTAL 
SURGEON'S FEE: 
(INCLUDING PREOPERATIVE, OPERATIVE, AND POST OPERATIVE CARE): TOTAL 
ASSISTANT SURGEON'S FEE: 
TOTAL 
ANESTHET IST'S FEE: 
TOTAL 
—* MED ICAL ATTENDANCE: NUMBER OF RATE ($) PER 
visits Visit 
OATES OF EACH VISIT: 
(SPECIFY TOOTH NUMBER, LOCATION, TYPE OF TREATMENT, DIAGNOSIS & ANESTHETIC) 
DENTAL SERVICE: 
a TOTAL 
WURSING SERVICE: TOTAL 
NUMBER OF HOURS SERVED EACH OATE AND HOUR SERVICE BEGAN ENDED RATE (8) PER 
NIGHTS NIGHT WIGHT 
a DAYS DAY Day 
AMBULANCE SERVICE: (ONE WAY ONLY) TOTAL 
= AMBULANCE FROM: TO: MILES TRAVELED RATE. ($) PER 
(ONE WAY) MILE 
MISCELLANEOUS: TOTAL 
=) AMOUNT OF STATE OR FEDERAL TAXES INCLUDED IN TOTAL GRAND TOTAL 
— SIGNATURE: 
") CERTIFY THAT THE ABOVE BILL IS CORRECT AND JUST; 
THAT THE SERVICES WERE RENDEREO AND NECESSARY: THAT 
a THE CHARGES 06 NOT EXCEED THOSE CUSTOMARY IN THIS 
VICINITY AND PAYMENT THEREFOR HAS NOT BEEN RECEIVED. TYPED 
1F PAYMENT WAS BEEN RECEIVED GIVE NAME OF PAYER RELATED CLAIMS: (HOSPITAL, NURSE, AMBULANCE, ETC.) 
a 
Ee 
NOTE: THIS STATEMENT SHOULO BE FILLEO OUT AND FORWARDED ALONG WITH CLAIMANT'S ITEMIZED CERTIFIED BILL IN 
TRIPLICATE. TWE ABOVE QUOTED CERTIFICATE MUST BE SHOWN OW THE BILL, 
3 MED FORM 496 
1 Apr 1948 Rev 
FIGURE 7 © 











CGARMYTHREE FTMCPHERSON GA 




























CGARMYTWO FTMEADE MD DEFERRED 


CG FTCAMPBELL KY 


FROM AJSUR-O-290 


INFO REC CG FTCAMPBELL CPL DONALD R ATKINS RA13436557 ENROUTE 2053 SU FT Ls 


GEO MEADE TO 3400 SU FTCAMPBELL EDCSA 28 MAR 55 HOSP COMMUNITY HOSP J. 
NORTON VA FOR EMERG TRMT ON 30 DAYS CONV LV PD REQ USA HOSP YOUR 
COMD ASSUME REPT RESP IAW PARA 160B AR 40-1025 PD NOTIFY THIS HQ AND F, 
PARENT UNIT ACT TAKEN PD REQ PREPARATION OF VOUCHERS COVERING CIV 
MED CLAIMS IN THIS CASE IAW PARA 12B SR 40-505-11 F 


UNCL 1 1 


THOMAS N. PAGE, Colonel, MC 
Surgeon 


ATSUR-O CWO Givens/ml 4157 


FIGURE 8 — 


\TSUR-F 150 (Med) Atkins, Donald R. (Enl) Sc 
RA 13 436 557 ae 
29 Mar 55 


Susyect: Civilian Medical Claim 


To Commanding General 
Fort Campbell, Kentucky 


1. Reference: SR 40-505-11, 10 June 1954. 

2. Attached is copy of official message designating reporting responsibility to your installation for 
civilian medical treatment obtained by Cpl Donald R. Atkins, RA 13 436 557. In order that the records in 
this case may be completed, it is requested that civilian claimants be contacted to ascertain whether there 
is an outstanding account for services rendered, Public vouchers should be submitted to this headquarters 


as required by foregoing reference. 


BY COMMAND OF LIEUTENANT GENERAL BOLLING: 


| Incl 
Cpy Off Msg 
25 Feb 55 





Figure 9 








Processing of Civilian Medical Vouchers 





















FRONT OF CARD 
Langford, Alton L. SFC US 34 567 998 


SU FT 

HOSP J. W. Dennis, MD, Auburn, Ala, $2.00 

YOUR Toomer’s Drug Store, Auburn, Ala, $12.00 25 Jun 54 
at 


(Cheilosis, 7 Jan 54) 
AND F. Bernard Schultz, MD, Auburn, Ala, $28.50 15 Oct 54 
(Cheilosis, 17-29 Sep 54) 


r CIV 
F. Bernard Schultz, MD, Auburn, Ala, $26.00 
F, Bernard Schultz, MD, Auburn, Ala, $12.00 
Auburn Pharmacy, Auburn, Ala, $2.50 22 Nov 54 
(Cheilitis, 4 Oct-3 Nov 54) 
REVERSE SIDE 
Disposition Date Paid 
Claimant FO Day/Mo/Yr Day/Mo/Yr Check Nr. Vou. Nr. 
Toomer’s 
MC Drugs 30 Jun 54 6 Jul 54 1647035 381 
Dr. Dennis 30 Jun 54 6 Jul 54 1647119 485 
Dr. Schultz 18 Oct 54 25 Oct 54 1876800 19164 
Auburn Ph. 22 Nov 54 6 Dec 54 1976991 26626 
$12.00 
Schultz 22 Nov 54 6 Dec 54 1976252 26570 
$26.00 
Schultz 22 Nov 54 6 Dec 54 1976253 26571 
~ REMARKS: 
ar 55 
3 MED FORM 36 
3 May 54 Previous editions are obsolete. 
1 for 
ds in : 
there Figure 10 





rters 
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HEADQUARTERS THIRD ARMY 


Fort McPherson, Georgia 
AJSUR-F 150 (Med) General 10 August 1953 


Supjyecr: Delegation of Approving Authority 


To: Chief 
South Carolina Military District 
1401 Hampton Street 
Columbia, South Carolina 


1. References: 

a. Paragraph 2b, SR 40-505-11. 

b. Paragraphs 3a and 4a, AR 40-505. 

2. Authority vested in the Army Commander under the provisions of reference la is hereby delegated 
te Chiefs, Military Districts. 

3. Under this delegation of authority, Chiefs of Military Districts will approve public vouchers for 
services obtained from civilian physicians and civilian medical facilities in connection with the physical 
examination of inductees and applicants for enlistment as authorized by reference 1b. Approved vouchers 
will be submitted directly to appropriate finance officers for payment. 

4. This delegation of authority does not extend to vouchers covering medical treatment of military per- 
sonnel by civilian physicians or in civilian medical facilities as authorized by AR-40-505. 


BY COMMAND OF LIEUTENANT GENERAL BOLLING: 
/s/ R. H. Proserpi 
/t/ R. H. PROSERPI 


Capt, AGC 
Asst Adj Gen 


Ficure 11 
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Air Force Personnel. 
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FLOW PROCESS CHART 


1. Correspondence for civilian medical claim arrives at clerk’s desk. (The word “correspondence” includes 
official messages, certified bills, letters of inquiry, and public vouchers. ) 

Posts ledger to show number new claims received. (For reports and analysis purposes, records are 
kept of the number of claims processed.) 

Mail screened against Index cards. Pulls pertinent card. (If the correspondence received, is in addition 
to related claims that have already been processed for settlement, index card is pulled so-additional 


do 


WwW 


information may be added to card.) 

. Pulls suspense files ; attaches to new correspondence. Gives file to clerk. 

. Types pertinent information to card; prepares new card on new cases. (Index cards are made on all 
new claims; related claims are cross-referenced on cards, if received subsequent to processing a youcher 
for another claimant. Information typed on cards includes name, rank and service number of patient; 
civilian claimants; diagnosis; dates services were rendered and total cost for services. ) 


+. 


wn 


Index cards are filed alphabetically in suspense file. 
7. Claims given to Claims Examiners for processing. 

If voucher can be processed for settlement takes the following action. 
Mail is distributed to Claims Examiners, unless correspondence indicates case should be immediately 
referred to Chief of Fiscal Branch for review. Claims examiners take action required on cases. (To 
complete for approval and payment; forward to appropriate Army commander for settlement, or to 


~ 


initiate correspondence relative to completion and/or preparation of public vouchers.) 
. Completes voucher. (Voucher completed by citing appropriate funds, setting up in proper order; 
including information on voucher which may have inadvertently been omitted. ) 


oO 


. Gives to Chief Clerk for review. 
. Voucher reviewed for completeness and stamps with certifying officer’s signature. (Returned to 


Claims Examiners if it is determined that additional action is required. ) 
Posts amount of funds expended, number claims disposed of. (Records are maintained in the Fiscal 
Branch to reflect the number of claims processed; the type (medical, hospital, drugs etc.), funds ex- 


pended, balance of claims remaining in the office. ) 

12. Posts data to Index cards. (Data posted to reverse side of card on each voucher to show the date sent 
to Finance Office, amount of funds approved; and upon return from Finance Office, posts their DO 
voucher number, check number, amount paid and the date paid.) 

13. Gives to Certifying Officer. 

14. Approves and certifies for payment. 

15. Pulls record copies of correspondence and voucher. Sends claim to Finance Office for payment. 


16. Records are filed until paid copy is returned from Finance Office. 

17. Index cards are posted to reflect final action. (See step #12) 

18. Record copies of correspondence and voucher pulled and are attached to paid copy of voucher. 

19. Marked for file and sent to AG Section for permanent records. 

20. Index cards are retained for five years. 

21. If voucher is incomplete and further action is required or correspondence to be written, steps 1 through 


9 are repeated. 


Figure 12 


REFERENCES sicians or Civilian Medical Treatment Facilities. 
"AR 40-90, Veterinary Corps, General Provisions. "SR 40-505-12, Medical Care in Medical Treat- 
7 AR 40-340, Blood for Transfusion and Other ment Facilities of Federal Agencies outside Depart- 
ment of Defense: 
*AR 40-505, Medical Care. *SR 40-510-10, Civilian Dental Attendance for 
* AR 40-510, Dental Care. Personnel of the Air Force. 
*SR 40-340-5, Spectacles. *®SR 600-145-11, Assignment of Hospital Pa- 
*SR 40-505-10, Civilian Medical Attendance for _ tients. 
" Instructions, reverse side of DA Form 8-9, Pub- 
*SR 40-505-11, Medical Care by Civilian Phy- lic Voucher for Medical Services. 











Medicine in the Confederacy 


Part II 


By 


Harris D. Rirey, Jr., M.D. 
Vanderbilt University School of Medicine, Nashville, Tenn. 


SICKNESS IN THE ARMY 


As in most wars, sickness was far more 
disabling than wounds. In a group of gen- 
eral hospitals in Virginia from September to 
December 1862, there were 49,000 admis- 
sions of which 35,000 were for specific dis- 
eases. The large Chimborazo Hospital in 
Richmond* admitted during the course of 
the War 78,000 patients; 50,000 of these 
were reported as having specific illnesses.” 7° 

Among the disabling diseases of the War, 
malaria ranks among the first, accounting 
for one-fourth of all the reported cases of 
diseases in the Union Army.** The disease 
was more prevalent among Southern troops, 
but less fatal than among the enemy prob- 
ably due to the southerner’s previous experi- 
ence with the disease.?* Quinine had been the 
malaria-specific in the South for several 
years, but quinine was an imported drug and 
the supply situation went from bad to worse. 
It is of interest that the Confederate Medical 
Service used quinine as a prophylactic meas- 
sure against malaria but the scarcity of the 
drug soon prohibited this.** Typhoid fever, 
although less frequently, was responsible for 
about one-fourth of all the deaths from dis- 
eases in the Confederate Army.’ Later in the 
conflict typhoid declined in both armies. In 
the general hospitals of Virginia outside of 
Richmond, between January 1862 and Feb- 
ruary 1863, there were 6,245 cases of typhoid 
with 1,619 deaths.** Pulmonary tuberculosis 
as a disabling disease was probably more 
common than the 189 cases reported from 
the Chimborazo Hospital.2 However, other 
respiratory diseases were epidemic and there 
were nearly 8,000 deaths from pulmonary 
diseases in the Confederate forces up to 
1863.2 During one period of 19 months, 17% 
of the Confederate Army had pneumonia 


f * See “Days Gone By (Chimborazo Hospital),” 
Mitirary SurGEON 75:156 (September 1934) 
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with an appalling mortality.** At least, one 
epidemic of cerebrospinal fever or meningo- 
coccic meningitis was reported among troops 
in Virginia.? 

The eruptive fevers with high instance and 
appreciable mortality showed serious out- 
breaks in both armies. The fact that an over- 
whelming majority of the Confederate troops 
were from rural areas and had little experi- 
ence with the usual exanthematous disease of 
childhood allowed them to fall easy prey to 
these diseases in the crowded army environ- 
ment. Smallpox at first did not appear in the 
Confederate Army, although by March 1862 
on the Union side there were 380 cases. But 
after the Maryland campaign in the summer 
of 1862, the disease invaded Virginia.” As 
vaccination was introduced to America in 
1800, it is with some surprise that we find 
smallpox an active menace some 60 years 
later. This condition was due not so much 
to leaving men unvaccinated as to bad vac- 
cination techniques and impure vaccine. The 
usual procedure was to use the crust of one 
vaccination as vaccine for as many as 200 
It became a fad in the 
army, despite a violation of orders, for the 


new vaccinations. 
soldiers to vaccinate one another using rusted 
knives or whatever instrument was handy. 
In many thousands of men, large dirty ulcers 
appeared at the point of vaccination, starting 
a drawn-out controversy, never entirely set- 
tled to everyone’s satisfaction, as to whether 
these sores were syphilitic and were due to 
leutic infections in the persons from whom 
the crust had been taken. It was felt in some 
cases the lesions were due to the incipient 
scurvy which afflicted so many men in the 
later years of the War and which made difh- 
cult healing of many gunshot wounds. Medi- 
cal Director W. A. Carrington of the Depart- 
ment of Virginia, reported in the hospitals 
under his charge between October 1862 and 
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January 1864, 2,513 cases of smallpox with 
1,020 deaths.? Dr. Joseph Jones, one of the 
most advanced medical officers of his time, 
contributed greatly to the subject of “spuri- 
ous vaccination.’’** °° Measles played havoc 
with many regiments of the Confederate 
service, especially those with the recently en- 
listed men from the rural areas. The Con- 
federate Army of the Potomac during the 
summer of 1861 had 8,617 men down with 
this disease, one out of every seven in the 
command.*? Scarlet fever was rarely seen 
during the War according to report and 
mumps was prevalent only during the first 
year.” At one time, Dr. Lafayette Guild re- 
ported a tendency for scurvy throughout the 
entire army and requested an increase in 
the vegetable ration.*? This condition worried 
the Commander-in-Chief, General Lee, con- 
tinually. He wrote to the Secretary of War 
that, “their ration consisted of % pounds of 
bacon, 18 ounces of flour and 10 pounds of 
rice to each 100 men every third day, with a 
few peas and a small amount of dried fruit 
occasionally as they could be obtained. This 
may give existence to troops who are idle, 
but certainly will cause them to break down 
when called upon for exertion.’’** The official 
records are replete with the constant fear of 
starvation which was more acute than fear 
of the enemy and accounted for a large num- 
ber of ineffectives. The ferocity with which 
the Confederates disposed of the edible con- 
tents of captured baggage trains is an indica- 
tion of this truth. A type of night blindness 
ran rampant in the Confederate troops and 
was almost certainly due to vitamin A defi- 
ciency.” 

As the War went on, it became trite to 
remark that whatever a man suffered from, 
he had diarrhea or dysentry in addition.** 
Both the physicians and patients had widely 
varying ideas on the cause of the disease. 
Many of the treatments were highly com- 
plicated and based on long rationalization, 
but in general, they could be divided into 
those which involved belief in purges and 
those relying on intestinal astringents. There 
was only a suspicion that diarrheal disease 
might be spread by human excreta, but as 
the War went on, observation taught the 
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medical men that there was a positive cor- 
relation between the sanitation of a camp and 
the figures for its intestinal disease rates. 
The camps of the Confederate Army were 
usually clean to the outward eye, but the 
latrines provided were neither well planned 
nor adequately cared for. Large numbers of 
the most ignorant enlisted men, especially 
those from rural regions, seemed never to 
have been properly housebroken, and stub- 
bornly resisted the effort of their officers to 
persuade them to use even these inadequate 
facilities.**° To provide some idea of the in- 
cidence of the diarrheal diseases, General 
Lee had 4,000 cases of dysentery and ty- 
phoid with an extremely high mortality in 
an army of 17,000 men while encamped in 
the Allegheny Mountains in the autumn of 
1861.7° It is generally stated that 90% of all 
new recruits suffered diarrhea and 10% 
died.***° As Dr.- Joseph Jones later wrote, 
“chronic diarrhea and dysentery was the 
most abundant and the most difficult to kill 
among army diseases; and while the more 
fatal diseases as typhoid fever progressively 
diminished, chronic diarrhea and dysentery 
progressively increased, and not only de- 
stroyed more soldiers than gunshot wounds, 
but more soldiers were permanently disabled 
and lost to the service from these diseases 
than from the disability following the acci- 
dents of battle.’’** 

There were other disabling diseases of the 
war. There were 1,984 cases of rheumatism 
in the Chimborazo Hospital with 80 deaths.’ 
As always in military populations venereal 
disease and scabies were quite prevalent. 

HosPITALS OF THE CONFEDERACY 

One of the earliest and most urgent of 
the problems confronting Surgeon-General 
Moore was the construction of hospital 
buildings and organization of hospital serv- 


ice.* The area surrounding Richmond de- 
veloped rapidly as the greatest hospital center 


* There is no known “rating” of the Confederate 
hospital. During the period from November 1862 to 
March 1863 inspection of hospitals in the Union 
Army revealed 589 classified as “good” and 303 as 
“bad or very bad.” Commager, H.S. The Blue and 
the Grey—Vol. 2, Chapter XXII. 
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in the Confederacy, there being 10 in the 
immediate vicinity.” ** Large tobacco ware- 
houses were used as temporary structures, 
the boilers became soup kettles and all avail- 
able lumber was commandeered for the 
fashioning of beds and other necessary fur- 
niture. Chimborazo Hospital in Richmond, 
the largest and most famous military hos- 
pital, was organized late in 1861 with Dr. 
James B. McCaw as its head. His work in 
this position is one of the noteworthy 
achievements of the medical corps during 
3attle of Ma- 


nassas, the wounded poured into the city be- 


the War.?°** Following the 


fore accommodations could be provided for 
them. In one week, it was necessary to care 
for 2,000 patients; in two weeks 4,000.?:?° 
To combat the spread of contagious diseases 
in large buildings, inadequately supplied with 
hygienic facilities, Dr. Moore devised the 
plan of unit hospital buildings, the capacity 
of each ward being from 40 to 60 patients. 
The hospital occupied a location on a hill on 
the outside of the city and had its own water 
supply, five large icehouses, Russian bath- 
houses, sanitary provisions and in addition 
100 tents housing 800 to 1,000 convales- 
cents.*° A neighboring plantation supplied 
milk, food and bakery supplies. The hospital 
was supported entirely by ration assignment 
with no direct appropriations from the Con- 
federate Government. At the close of the 
War, McCaw’s records showed an overall 
mortality of 9% among the total in this hos- 
pital.?:?° 8:44 Well known medical officers 
at the Chimborazo Hospital included Drs. 
P. F. Brown, S. E. Habersham of Atlanta, 
E. Harvey Smith of North Carolina, W. A. 
Davis of Alabama, and E. M. Seybrook of 
Charleston, South Carolina.2° Over sixty 
general hospitals are noted in the various 
publications of the period. ?%** Other Rich- 
mond hospitals were General Hospital #1 
and Winder Hospital, where staff meetings 
were instituted to consult on cases or ex- 
change medical experiences.” 

Hospitals in more distant centers operated 
under greater difficulties.2** Personal experi- 

* By modern standards the physical plant and or- 
ganization of many of the hospitals in the Army 
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ence in the Tennessee area has been detailed 
by Surgeon S. H. Stout.?* ** On. transfer to 
the hospital service in 1861, Dr. Stout found 
the unit housed in a Nashville warehouse, 
almost devoid of ventilation and with no pro- 
fessional records of any description, and 
deplorable hygienic conditions. Lying on the 
floor or in bunks were 650 patients, many of 
them seriously ill with various diseases. The 
hospital had previously been in charge of 
ladies of the Nashville Hospital Association, 
and patients were treated by civilian phy- 
sicians whom they called. After a short time 
under Stout an effective hospital operation 
was achieved.*? 

The smaller regimental field hospitals were 
described by Chisholm** and cared for tran- 
sient cases only, all others being transfered 
to the general hospitals. There were in addi- 
tion rest houses known as wayside hospitals, 
initiated by Dr. Edwin Warren and con- 
ducted by civilians. 

The best known of the nursing and con- 
valescent homes established by private means 
and residents was the Robertson Hospital 
maintained by Miss Sally Tomkins of Rich- 
mond.*?8 It opened ten days after the Battle 
of Manassas and continued service until 
July 13, 1865, with 1,400 Confederate sol- 
diers receiving medical care. In order to 
comply with the law that all hospitals must 
be under the command of a Confederate offi- 
cer, President Davis commissioned Miss 
Tompkins a captain, although she refused 
pay and continued to operate at her own 
expense.*® 

The care of sick and wounded prisoners 
was a matter of much controversy during and 
after the War.’*° Contemporary accounts 
lead one to believe that conditions in the 
North and South were equally bad, and it 
is certain that the bitter feeling of the times 
covered all reports in accusations. Conditions 
in Andersonville prison were the subject of 
widespread scandal. However, prior to this 
time, the Confederate medical service had 
ordered Dr. Joseph Jones to investigate con- 
ditions among several prisons.1 He found 
at Andersonville over 5,000 prisoners seri- 
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10, 37, 38 


a greater degree of efficiency. 
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ously ill, perishing at the rate of 90-130 per 
day, and reported that over 10,000 had died 
during the seven months preceding, a num- 
ber equal to nearly a third of the total num- 
ber in the prisons. His research on the most 
commonly fatal illness, diarrheal diseases, 
scurvy and hospital gangrene, were thorough 
and included post-mortem examinations.** *’ 
The neglect and care of sick prisoners, a 
matter prevalent in both armies, was a matter 
of deep concern to Surgeon-General Moore 
and he took action in regard to the individual 
cases of sick Federal prisoners whenever 
possible.® 

3y a biased selection of evidence, either 
side can be shown to have neglected or abused 
prisoners, according to the prejudices of the 
writer. In discussing the matter briefly, it 
should be remembered that no prison camp 
on either side was as well managed or as 
healthful as we should wish. The nature of 
the conflict in which food was scarce and 
clothing lacking, particularly in the South, 
often precluded humane treatment and 
healthful prison conditions. Even though the 
Federal prisoners received essentially the 
same ration as those given the Confederate 
Army, this was not enough to satisfy them 
since the men in the Southern Army were 
themselves sickening from malnutrition.’ 
General Winder, Commandant at Ander- 
sonville, telegraphed to Adjutant-General 
Cooper on July 25, 1864, “there are 29,400 
prisoners, 2,650 troops, 500 negroes and 
other laborers and not a ration at the post.’ 
Similar conditions existed at other prisons in 
the South, as Libby and Belle Isle in Rich- 
mond. It would seem that the Federal pris- 
oner in the main was the victim of the same 
circumstances which affected the 
South. In Camp Douglas in Illinois, Fort 
Delaware in New York and Camp Chase 
Ohio, Confederate 
victims of similar con- 


entire 


in Columbus, many 


prisoners were 
ditions and frequently succumbed to the 
rigors of disease during long and dreary 
confinements.®2 In the Union prison at 
Rock Island, Illinois only 20% of 2,484 
Confederate prisoners held there survived.** 
“With 50,000 more prisoners-of-war to care 
for, prisoners whom the Federal government 
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refused to exchange for Confederate pris- 
oners held in Federal prisons, and knowing 
the very scant and limited resources of the 
Confederate government to provide for them, 
still in the face of this never to be forgotten 
fact, the Confederate medical staff lost 4,000 
less of Union prisoners than the Federals 
lost in prisons of Confederate prisoners 
whose exchange they persistently refused,” 
according to Surgeon J. M. Keller of The 
Confederacy.** The Federal regulation de- 
claring medicinals and surgical instruments 
contraband of war added to the deplorable 
condition of Union prisoners in Southern 
prisons, as the Confederacy obviously could 
not supply enough to provide for her own 
men at the front. The refusal of General Lee 
in October 1864 to exchange colored pris- 
oners on the same basis of white prisoners 
held by the North probably prolonged the 
miseries of many Federal prisoners. But 
more disastrous to the welfare of prisoners 
on both sides was the policy of General 
Grant, supported by President Lincoln 
against strong pressure from all sides, to 
stop the exchange system in order to hold 
in idleness the Confederates, more desper- 
ately needed by the Confederate leaders than 
their equivalent in Northerners held by the 
South.’ All historians agree that in the 
South, attempts were made to remedy the 
unhealthy conditions existing in prison 
camps. The course taken by the events of 
the War made such an attempt an abortive 
one. 

Thus, the medical department was called 
upon to do the impossible in attempting to 
supply its hospitals and prison camps. It had 
to attempt to manufacture materials which 
the South was not equipped to make, and to 
depend for its importations upon blockade 
invasion, constantly growing more difficult. 
It bore a large share of the condemnation 
visited upon the South for its alleged mis- 
treatment of prisoners. An interesting story 
of the difficulty of securing medical supplies, 
is told concerning the adventures of Sur- 
geon C. J. Edwards of New Orleans, who 
swam the Mississippi River under the cover 
of darkness during Grant’s siege of Vicks- 
burg to obtain medicinals for his hospital.*® 
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PERSONALITIES OF FIELD AND HOosPITAL* 


The War between the States, though a 
gigantic affair, was not so impersonal in its 
effects as to eliminate the individual. Country 
doctors destined to obscurity, in ordinary 
practice, were forced to dal with crises 
which called forth greater resourefulness 
than they had ever shown in peace times. 
Many of the most charming and fastidious 
of Southern women turned from lighter pur- 
suits and became welfare workers, matrons 
and nurses. 

Because some of the most interesting ac- 
counts of the War come to us from the pens 
of the medical men it is of interest to ex- 
amine briefly the lives of some of the mem- 
bers of the Confederate Medical Service. 

Surgeon-General Moore remained in Rich- 
mond after the War and served on the 
School Board and the Virginia Agricultural 
Society until his death in 1889. He was the 
first president of the Association of Medical 
and Surgical Officers of the Confederate 
States. 

An enlightening account of the medical 
affairs in the War is provided by Dr. Ed- 
ward A. Warren, a surgeon of the Army of 
Northern Virginia and medical director of 
Charlottesville (Virginia) General Hospital. 
His account of his medical experiences, 
written as letters to a medical friend, con- 
tains much of human interest and attest to 
his initiative and enterprise. While serving 
as Surgeon-General of North Carolina, he 
engineered a bill through the North Carolina 
legislature appropriating $300,000 for the 
relief of sick and wounded Southern soldiers. 
He established wayside hospitals in the im- 
mediate neighborhood of the principal lines 
of travel in the state, and was also respon- 
sible for the soldier’s home, a place where 
army men on leave might lodge. Another in- 
teresting feature was his provision for the 
manufacture of artificial limbs for the 
special benefit of North Carolina soldiers. 
After the War, Warren had still a most ex- 


* The content of this section is derived chiefly 
from References 1, 2, 8, 10, 28, 38,53, Ciba Sym- 
posia 3:894,°1941. 





citing life, receiving exemplary honors from 
Egypt, France, Turkey and Spain for his 
medical pioneering in those countries. A 
series of honorary degrees by American 
medical schools rounded out a life of service 
in three continents. One of the most per- 
severing students of disease and a most pro- 
lific writer upon medical and other scientific 
matters was Dr. Joseph Jones. A native of 
Georgia, he graduated from Princeton and 
later took a medical degree at the University 
of Pennsylvania. As a surgeon in the Con- 
federate Medical Department, he soon came 
to the notice of Dr. Moore, who saw in him 
an able research scientist. To the best of our 
knowledge he was the only surgeon of the 
War to use the clinical thermometer. He 
used the microscope in his pathological 
studies but was unable to correlate his find- 
ings with specific diseases. His reports upon 
hospital and prison camp conditions form a 
large part of the correspondence of the medi- 
cal men during 1864 and 1865, and his fa- 
mous treatise upon hospital gangrene com- 
poses the greater share of one of the volumes 
of memoirs issued by the United State Sani- 
tary Commission. At the close of the War, 
Dr. Jones accepted the chair of pathology in 
the Medical Department of the University of 
Nashville and also served as co-editor of the 
Nashville Journal of Medicine and Surgery. 
A quotation from the Southern Medical 
Journal of 1866 states, “Dr. Jones has an 
enviable celebrity upon both continents and 
the University of Nashville has been most 
fortunate in securing his great ability.” Dr. 
Jones settled in New Orleans in about 1870 
and for 24 years was Professor of Chemistry 
and Clinical Medicine at the University of 
Louisiana, and for nine years was head of 
the State Board of Health. His advice was 
sought upon the establishment of the Johns 
Hopkins Hospital and he compiled the health 
laws of the State of Louisiana as well as 
making numerous contributions to the medi- 
cal literature. 

Closely intertwined with the life and 
achievements of the immortal Stonewall 


‘Jackson was the career of his almost equally 


famous Corps surgeon Dr. Hunter Holmes 
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McGuire, member of a noted medical family 
in Virginia (Fig. 2). At the outbreak of the 
War, he became a medical volunteer in the 
2nd Virginia Regiment, but within a short 
time, was appointed medical director of the 
Army of the Shenendoah Valley and later 
was made medical director of the Army of 
Northern Virginia. He was responsible for 
the organization of the ambulance corps of 
the Confederacy. Dr. McGuire apparently 
was a practical as well as a humane medical 
officer as illustrated by his initiation of the 
regulation that captured medical officers were 
to be returned to the enemy. This humane 
act of McGuire’s was later of great personal 
value as he was captured at Waynesboro, 
Georgia in March 1865, but was released. At 
the close of the War, Dr. McGuire became 
Professor of Surgery in the Medical College 
of Richmond where as a teacher, he was 
fluent, lucid and impressive. In 1882, he was 
elected President of the American Medical 
Association and in 1893 helped organize the 
University Medical College in Richmond, of 
which he became President. His writings 
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Fic. 3. SamMuEL H. Stout, M.D., Surgeon and 
Medical Director of Hospitals of the Army and 
Dept. of Tenn., CSA. 


Medicine in the Confederacy. Part II 








Fic. 2. Hunter McGuire, M.D., Medical Director, 
Army of Northern Virginia 


upon surgery and upon the War were many. 

Dr. Samuel Hollginsworth Stout, a native 
Tennesseean, was placed in charge of Gordon 
Hospital in Nashville in 1861, later director 
of hospitals in Chattanooga, and in July 
1862, became Superintendent of Hospitals of 
the Army of the Confederacy (Fig. 3). In 
1863, he was made Medical Director of the 
Hospitals of the Department and Army of 
Tennessee, which position he held until the 
end of the War. Under Dr. Stout’s adminis- 
tration, military hospitals in this area were 
well conducted and he apparently handled 
men with tact and finesse. Historians state 
that so efficient was his organization that 
Johnson’s Army was probably strengthened 
by it to the extent equal to a full division of 
fighting men. Jefferson Davis also paid a 
personal tribute to Dr. Stout’s ability when 
he wrote, “The only department that was 
not demoralized was the hospital department 
that was well in hand and doing efficient 
service until the end of the War.” Following 
the War he resided in Dallas, Texas where 
he served as Professor of Obstetrics in the 
University of Dallas and president of the 
University’s ?oard of Trustees. His post- 
war reports to the Association of Confeder- 
ate Surgeons on organization and conduct 
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of the medical department of the Army of 
Tennessee provide us with valuable sources 
of information. 

Surgeon A. J. Foard, a medical director on 
the staff of Generals Joseph E. Johnston and 
J. B. Hood, was another physician with the 
ability to handle men successfully (Fig. 4). 
He supervised the medical service of the 
field and hospital in the Department of Ten- 
nessee during the greater part of the War, 
and his contemporaries say that he was re- 
sponsible for the care of thousands of ill 
and wounded men following the great battles 
of the Tennessee Valley and for their re- 
moval from the field to hospital. Dr. Foard 
was born in Milledgeville, Georgia and grad- 
uated from the Jefferson Medical College. 
He served nine years as Assistant Surgeon 
General of the U. S. Army, resigning at the 
out-break of the War to enlist in the Con- 
federacy where he organized the medical 
service of General Bragg’s Army and served 
in the same area throughout the War. Later, 
he settled in Columbus, Georgia and in 1867 





Fic. 4. A. J. Foarp, M.D.,. Medical Director 
of the Army of Tennessee 





was elected to the Chair of Anatomy in 

Washington University at Baltimore. He 

died in 1868 at the early age of 39 years of 

tuberculosis. 

Prominent South Carolineans, besides the 

Surgeon-General, included Dr. E. S. Gaillard 
and John J. Chisholm. Both were natives of 
Charleston, graduates of the Medical College 
of South Carolina and successful young 
practitioners at the outset of the War. Rising 
from grade to grade rapidly, Dr. Gaillard 
became for the last two years of the War, 
Medical Inspector of all Confederate hos- 
pitals. After the conflict, he taught medicine 
and edited various medical periodicals in 
Richmond, Louisville and New York City, 
dying in 1885. Chisholm, three years younger 
than Gaillard, became Professor of Surgery 
in the Medical College of South Carolina at 
the age of 28, being undoubtedly the 
youngest man in the United States at that 
time to hold a similar position. When Fort 
Sumter was attacked, he was present to aid 
in caring for the wounded, and seeing that 
there would undoubtedly ensue a_ long 
struggle, he went to work upon a Manual of 
Military Surgery, which was ready for dis- 
tribution to the Medical Department by the 
time of the Battle of Bull Run in 1861. This 
volume, based largely upon observation made 
by the author of conditions in Italian hos- 
pitals, was highly useful and very timely in 
its appearance. After a period of administer- 
ing hospitals in or near Richmond, he di- 
rected a medicine manufacturing establish- 
ment in Charleston, which operated until 
Sherman’s capture of the city. In after years 
he became Dean of the Medical College in 
Charleston, but soon moved to Baltimore, 
where he became Professor of eye and ear 
surgery in the University of Maryland for 
the rest of his active life. He died in Virginia 
in November 1903. 

Another active surgeon of the medical 
corps of the Confederacy was Henry Frazier 
Campbell, Professor of Operative Surgery 
and Gynecology in the University of 
Georgia, and during the War medical di- 
rector of and consulting surgeon to the. 
Georgia Military Hospitals. During this ten- 





ee ee 2. ee ne io | 


~ or 


a 





my in 
‘e. He 


‘ars of 


les the 
aillard 
ves of 
ollege 
young 
Rising 
zillard 
War, 
hos- 
dicine 
ls in 
City, 
anger 
rgery 
na at 
the 
that 
Fort 
0 aid 
that 
long 
al of 
dis- 
the 
[his 
1ade 
hos- 
y in 
ter- 
di- 
ish- 
ntil 
‘ars 
in 
re, 
ear 
for 
nia 


cal 
ier 
ry 
of 
di- 
he. 


Nn- 


ure he performed many operative procedures 
for “radical cure of inflammation,” and was 
also responsible for much of the material 
in the Confederate States Military Manual 
prepared under the direction of the Surgeon- 
General. 

Surgeon D. W. Yandell was a Confederate 
Medical Officer who supervised the huge 
medical department of the West before the 
department was divided into several military 
areas. While he was chief medical officer in 
the Confederate Armies of Mississippi, he 
often had to perform the duties, not only of 
a surgeon general, but also of a quarter- 
master and surveyor. At Nashville, he was 
credited with improvising hospital accom- 
modations for 13,000 sick and wounded 
soldiers at very short notice. Because of 
public expression of his political views, he 
was transfered to the medical department of 
a small Mississippi hospital where he re- 
mained until the end of the War. 

Other well known Confederate physicians 
included Dr. Lafayette Guild, Medical di- 
rector of Lee’s Army, and Dr. James B. 
McCaw, commanding officer of the Chim- 
borazo Hospital in Richmond and following 
the War, Dean of the Medical College of 
Virginia. Dr. James L. Cabell from Vir- 
ginia became widely known after the War 
for his work in Public Health and became 
president of the National Board of Health. 
Dr. Alexander Garnett, personal physician 
to President Davis, resumed his practice in 
Washington, D.C. after the War. 

References have been made frequently to 
the work of the women of the South as it 
concerned some phase of hospital or relief 
work. They nursed the men, gave clothes to 
the Army and hospital, prepared bandages, 
organized hospitals, engaged in the hazardous 
work of espionage, and smuggled into the 
lines the scarce drugs sewed in quilted petti- 
coats. A well known woman was Mrs. Fe- 
licia Grundy Porter, a native of Tennessee 
and head of the Women’s Relief Society of 
the Confederate States. Mrs. Newsome, wi- 
dow of Dr. Frank Newsome, organized and 
conducted hospitals all over the South. The 
term, “Florence Nightingale of the South,” 
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seems to have been rather indiscriminately 
applied to Mrs. Porter, Mrs. Newsome, Sally 
Tompkins and to Ella Trader. The simple 
straight-forward diaries of Kate Cummings 
concerning hospital and army life of the 
Army of Tennessee are very valuable in 
their portrayal of the everday lives of 
soldiers wounded and ill in the Confederate 
hospitals.*® 

The most tragic aspect of Confederate 
medicine is the knowledge that so many 


young men were lost during their most pro- 


ductive years to wounds and disease which 
in so many cases would be entirely prevent- 
able or cured by present day knowledge and 
facilities. The fact remains that with all their 
limitations of knowledge, limitations com- 
mon to the whole medical profession of the 
time, the Confederate physicians could have 
saved many more men if only circumstances 
had not combined against them. These sick 
men died, many of them of conditions over 
which the medical profession had no con- 
trol. They died because of the lowered re- 
sistance brought about by months and years 
of short rations. They died because of ex- 
posure, most of which was necessary if war 
was to be fought, but much of which was 
made fatal by inadequate supplies of blan- 
kets and clothing. They died because for all 
their gallantries as fighters, they could not be 
made to realize that personal and camp clean- 
liness are h'gh among the military virtues. 
When we reflect upon the desperate and 
bloody campaigns around Richmond in 1862, 
upon the advances of Lee in Maryland and 
Pennsylvania, upon the swift tactics of 
Stonewall Jackson in the Shenandoah Valley 
and into the very bloody engagements fought 
by the Army of Tennessee at Shiloh, Look- 
out Mountain, Atlanta, Franklin and Nash- 
ville, we must realize how vital to Confeder- 
ate resistance was the intelligent and loyal 
cooperation of men like McCaw, Guild, Mc- 
Guire, Foard, Stout, Garnett, Chisolm, Jones 
and many others, and above all, their persist- 
ent and soldierly chief, Surgeon-General 
Moore. It was due to these men and their 
colleagues, perhaps more than to any other 
group, that the cause was advanced, that 
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some power of attack and resistance was 
Jackson, Stuart, 


furthered. The death of 
Cleburne and the loss of many of the best 
men of the Confederacy was due in main, 
not to defective judgment of care, but to the 
meager facilities and the relatively backward 
state of medical science at that time. No 
better witness to the quality of the service 
of the Medical Corps can be found than the 
highest official of the Confederacy, President 
Jefferson Davis, when he stated, “It would 
be quite beyond my power to do justice to the 
skill and knowledge with which the Medical 
Corps performed their task.” Certainly it 
stands to reason that had not the general 
effectiveness of the staff been high, no such 
determined resistance as the South carried 


on for four years would have been possible. 
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EDITORIAL 








Medical Care 


UR Congress has again convened to 

complete the work of its 84th Ses- 

sion which began in January 1955. 
Officially this is known as the Second Session 
of the 84th Congress. 

Numerous bills pertaining to some aspect 
of health and medicine have been introduced 
so far in the 84th Congress. It is to be ex- 
pected that many more such bills will be 
introduced. Health seems to be on the 
minds of the American people, and those 
things that are on the minds of the Ameri- 
can people become the interests of those who 
represent us in Congress. 

Medical research is one field which must 
be plowed and plowed to uncover the secrets 
of Nature which have to do with the health of 
man. It is one of the important areas for 
which adequate provision should be constant- 
ly made. We would like to say “full” or “com- 
plete” provision, but everyone’s opinion will 
vary when amounts are mentioned and sub- 
jects of investigation are proposed. So we 
say “adequate.” This term also is a relative 
one. What may be adequate in one person’s 
mind may not be adequate in another per- 
son’s estimate of needs. But adequacy after 
all has some connection with financial means. 

The tax dollar taken from the people 
must be divided to provide many things for 
them, other than laws to govern them. A 
portion of this money, and we could not 
venture to say how much, must be returned 
to the people to provide better health. The 
United States has gone far in conquering 
disease but there are still baffling problems 
ahead, to wit, cancer, mental illness, and 
heart disease ; these not being the only ones, 
of course. 

Our people are health conscious, probably 
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more so than ever, judging from the number 
of television shows on medical subjects for 
the non-medical public. Our magazines are 
full of medical articles for their readers 
who have many other varied interests other 
than health. Wealthy Foundations are con- 
tributing millions to aid in health in one 
way or another. Witness the recent grants 
of the Ford and Rockefeller Foundations, 
The government has not been miserly either. 

Labor unions, corporations, large and 
small business, all seem to want to do some- 
thing about health and want to provide for 
the worker and for the fellow man. Is it not 
logical then that the military man in the 
Armed Forces be concerned about his 
health and that of his family? 

Here is a man that knows no permanent 
residence until his retirement after many 
years of service to his government. Moving, 
moving, moving is the only certain thing 
for him and his family. New communities, 
new situations are constantly appearing to 
him. This costs money and the expenses of 
these moves are seldom covered in toto by 
the government. 

We have heard it said by some hard core 
individuals, “they choose the life, don't 
they?” Yes, these military people do—that 
is the career ones do. In choosing and fol- 
lowing that career these individuals are 
forming a nucleus of defenders for our hard 
core friends who think of few things beyond 
their own molecule of life. 

Should our government be so thoughtless 
of this nucleus of defenders as to deny 
them and their families full medical care 
when business institutions are finding, more 
and more, it expedient to look after the 
health and welfare of their employees and 
families? 

This problem of medical care for the 
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families of our Armed Forces is before 
Congress now. This Second Session of the 
84th Congress will be a busy session. Unless 
something is done early to provide adequate 
medical care for the military man and his 
family the matter will again find its way 
to the bottom of the stack. Only the action 


of the American people can keep the matter 
at the top. 

If we are going to expect a highly efficient 
military nucleus we as a nation must take 
care of the health and welfare of the group 
that is established for our defense yet is too 
weak to fight for these things by itself. 


BASIC REFRESHER COURSE FOR DENTAL OFFICERS CLASS 55-A 


Arr UNIVvERSITY’s AVIATION MEDICINE BRANCH SCHOOL 
GUNTER AIR Force BASE, ALABAMA 





Air Force Phot 


Foreground (L to R): Colonel Fratis L. Duff, USAF (MC) Commander; Colonel Maurice C. Harlan, 


USAF (DC) Course Supervisor. 
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AHITI is the principal one in that 

Polynesian group of islands which is 

known as the Society Archipelago. 
The island is on this side of the Interna- 
tional Date Line, situated about 2,389 miles 
SSE from Honolulu, It has been for some 
time under French colonial rule. Most of 
us, who have read the Voyages of Captain 
Cook, the Polynesian Researches of Ellis, 
and the reports of English missionaries, 
would consider this remote island chiefly as 
France had 
Paul 


an “object of anthropology.” 
civilized this spot of Oceania, and 
Gauguin’s Autobiography popularized it as 
the green-gold pagan paradise of the twen- 
tieth century. The natives and the adventure 
seeking travelers are plagued by numerous 
inhabit this paradise. 


insects which also 


Some of the insects are carriers of the 


microfilarial forms of the blood-worm 
Wuchereria bancrofti, the cause of filariasis 
and endemic elephantiasis in Tahiti and in 
many other parts of Southeast Asia. Dissec- 
tions of mosquitoes at the Medical Research 
Institute of Papeete, Tahiti, showed that 
the major vector of the worm in the Society 
Archipelago is the mosquito Aedes polynesi- 
ensis. 

Geographically, Tahiti is part of South- 
east Asia though politically the island“ can 
not be admitted to SEATO (Southeast Asia 
Treaty Organization) since no country can 
join this defensive group unless it has its 
SEATO aat- 
New 


Zealand, Pakistan and Siam only, while the 


own political independence. 


tracted the Philippines, Australia, 
so-called Colombo Group of Asian nations 


(India, Ceylon, Burma, Indonesia) looks 


upon that defensive group with askance. 
Recent visits of the two traveling Russian 
salesmen ( Bulganin and Khrushchev) in the 
Colombo Group of countries, and_ their 
promises of technical and medical aid to the 
people of these countries, seem to have 
weakened the political fight against the com- 
munization of Asia. 

It became known that, already last July, 
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the World 


By 


. Mayer, M.D. 


while the President of the United States and 
the heads of the other big powers were 
having their summit conferences on the in- 
ternational stage and while a world of on- 
lookers was applauding the new spirit of the 
Geneva performers, Russia had __ been 
strengthening its hold on India and other 
Asian countries. Last summer, the Surgeon- 
General of the Indian Army was invited to 
visit Russia and the Iron Curtain countries. 
General Sokhey was promised medical help 
by Russia and Czechoslovakia in the form of 
drugs and medicinal plants at cost prices, 
together with free technical know-how. Rus- 
sia promised to supply all facilities for the 
production of antibiotics in India, and the 
Hindus will have all the needed training 
facilities from Russia. From the utterings 
of the Indian surgeon-general it is evident 
that India will hardly forget her loss of 
the Rauwolfia and other medicinal plants 
which she sold to foreign pharmaceutical 
firms “for a song.” Needless to say that the 
rapacity of any commercial foreign estab- 
lishment can destroy overnight the goodwill 
that envoys of foreign nations have been 
laboriously creating throughout decades of 
diplomacy in India. 

In a few years, by 1980, the population of 
Asia alone will number more than 2,200 
million heads (for 1950, the total world 
population hardly exceeded this figure). 
With the provision of adequate medical aid 
to Asian governments, any leading world- 
power will gain these billions as friends, de- 
spite any existing local fanaticism and trend 
toward nationalism, provided that the aid is 
offered without ideological strings attached, 
and the distributors of aid approach the 
masses in a human manner. In his inaugural 
address to a session of the WHO Regional 
Committee for South-East Asia, Jawaharlal 
Nehru stressed this human approach and the 
need to think of the masses always as indi- 
viduals, and not as graphs or curves or fig- 
ures. He also pointed out that physical health 
is only a small part of total health, the rest 
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being mental health. Without mental health, 
physical health goes to pieces, and without 
the human approach no public-health work 
and no medical aid may succeed. 

In Asia, leprosy is still a serious problem. 
In Bihar, Orissa, Madras and Travancore 
about 2% to 5% of the inhabitants are 
lepers. There are over a million lepers in 
India alone, a very great problem for the 
country. In China, in lack of statistics, the 
total number of lepers is estimated at 75,000, 
in Thailand at 60,000, in South Korea at 
20,000, in the Philippines at 18,000, and in 
Japan at 20,000. There is an old belief that 
leprosy can be sometimes transmitted by any 
blood-sucking insect. This belief was re- 
cently confirmed by evidence which came 
from the leprological laboratory of the Os- 
waldo Cruz Institute in Brazil, together with 
a suggestion that the recognized rural and 
suburban foci of leprosy should get their 
environmental dose of DDT powder. 

The Indian government proposed to open 
about 100 leprosy centers in its various 
states where the disease is rampant. The 
centers are both for treatment and study. 
One of them, at Tirukoilur, Madras, started 
trial immunization against leprosy by means 
of the BCG vaccine. The Leprosy Sanato- 
rium at Thirumani, Madras, is being devel- 
oped into an all-India training and research 
center for leprologists. 

The BCG vaccination against leprosy 
started when Fernandez, od Argentina, 
showed in 1939 that BCG subcutaneously or 
orally will make people react positively to 
both the tuberculin and the lepromin tests. 
This cross sensitivity suggested that there 
is an immunological relationship between 
the two mycobacterial diseases. Mass ex- 
periments along this line are being carried 
out in South America, Africa, India, New 
Caledonia, the Loyalty Islands, and at other 
territories of leprosy. 

Speaking of BCG vaccine, we should re- 
member that vaccination has many difficul- 
ties in tropical and subtropical areas. The 
vaccine is easily destroyed in warm climates. 
Various methods are now under trial for 
the production of the type of vaccine most 
suitable for tropical use. Japanese authors 
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developed a type of BCG vaccine in the dry 
form by means of the freeze-dry method. 
But this form is sensitive to light, and must 
be kept in dark vials. The problem of a 
tropical type of BCG vaccine is now of con- 
siderable importance. 

In Assam, a state of United India, the 
conditions of rural health are poor. Malaria 
(60% of deaths), tuberculosis, leprosy, 
hookworm (40% of rural population), and 
other diseases are taking their usual toll of 
lives. The high mortality of infants (170.65 
per M) is not showing any appreciable 
change. Devastating flood and erosions of 
land add to the misery of the people. The 
state participates in the second Five-Year 
Plan of India. There are many projects for 
the erection of 680 primary and 68 second- 
ary rural health centers, 22 subdivisional, 
and 11 district centers. Assam has now 307 
hospitals and dispensaries, all under the 
direct control of the government. There is 
a medical college, also a mental hospital at 
Tezpur, a Pasteur institute, and several ma- 
ternity and child-welfare centers. 

Assam, with about 9,200,000 inhabitants 
and the lowest birthrate in India (14 per 
thousand), has about 3,000 registered doc- 
tors (i.e., one doctor to 3,000 persons). Of 
these, one thousand are in tea gardens, 500 
are in villages, and 1500 are practicing in 
crowded towns. In the cities, the doctor- 
patient ratio is 1:265. Half of the medical 
profession of Assam caters to 5% of the 
population, while the other half must serve 
the remaining 95%. Assamese recognize 
that the fault for this undesirable shift lies 
chiefly with the government and the admin- 
istrators. A young doctor is getting but a 
pittance of salary, and his practice is greatly 
reduced by the growth of other, non-regular 
physicians such as the Ayurveda practi- 
tioners, homeopaths, etc. 

Indonesia, the “Land of Challenge” as it 
is called in a recent book written by the wife 
of a U. S. embassy attaché, jealously guards 


‘its newly acquired sovereignty, and is afraid 


of any foreign action since it recalls the 
former colonial politics. Its military medical 
service is a new development. The IJndo- 
nesian National Army itself was established 
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in October 1945, a few months after the re- 
public had acquired its independence. Owing 
to the small number of physicians in Indo- 
nesia, an entire regiment’s medical care was 
first in charge of a single doctor, while 
battalions had to be satisfied with civilian 
nurses and medical aid-men. Yet, during 
the years of guerilla warfare with the Dutch 
(1947-Dec. 28, 1949), even such defective 
medical organization provided good support 
to the Army. After the recognition of Indo- 
nesia by the Netherlands government, all 
available Dutch military establishments, in- 
cluding eleven hospitals, were transferred 
to the Indonesian Army Medical Service 
which itself is now in the process of rehabil- 
itation and expansion. Since education of 
all types of medical personnel was needed, 
a medical field service school was opened in 
February 1952, with the aid of a Dutch 
military mission, and a military medical 
journal was started in Indonesian language. 
The doctor shortage in the Army is still 
considerable, the doctor-soldier ratio being 
1:2000 in 1954. 

sovereignty includes many 
Netherlands East 
islands: 


Indonesian 


parts of the former 


counting the four main 


Kalamintan 


Indies, 


Java, Sumatra, ( formerly 
Dutch and 


Celebes), and the 13,000 smaller islands, of 


Borneo), Sulawesi (formerly 
which 2,600 only are peopled, such as Bali, 
the Moluccas, etc. The Indonesian popula- 
tion is estimated at about 80,000,000, more 
than half of them living in densely populated 
Java. At present, there are only 1,400 doc- 
tors, 300 of whom are foreigners. There 
are, however, five medical faculties which 
expect to produce 400 new doctors yearly; 
but medical education struggles with many 
difficulties which arise partly from language 
differences, partly from want of proper 
faculties in the medical schools at Djakarta, 
Surabaya, Jogyakarta, Medan, and Makas- 
sar. Since World War II, many infectious 
diseases afflict the Indonesian Archipelago. 
Malaria, typhoid, amebic and bacillary dys- 
entery, infectious diarrhea, other enteric in- 
fections, etc., are quite common. Tuberculo- 
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sis is also on the increase. Syphilis and pian 
(yaws) are now controlled by a single-shot 
of penicillin. The epidemic troubles are ag- 
gravated by the grave malnutrition of the peo- 
ple, chiefly due to a protein-poor diet (4.29% 
of the people die from liver diseases. ) 

After World War II, disabled veterans in 
Indonesia did not have any facilities for 
their rehabilitation. In 1945, a young doctor 
(Soeharso) and his wife started a center 
for disabled Javanese soldiers in an aban- 
doned garage in Solo. First, they used scrap 
aluminum from crashed airplanes to make 
parts for artificial limbs. By 1948, when 
their government decided to help them, the 
doctor and his wife aided more than 10,000 
veterans. A year ago, at its annual meeting 
in Wien, Austria, the World Veterans Fed- 
eration awarded its Rehabilitation Prize to 
these outstanding Indonesians. 

On December 13, 1955, Portugal and the 
world of science lost Antonio Gaetano Egas 
Moaniz, 81-year-old co-winner of the 1949 
Nobel Prize for medicine, professor emeri- 
tus of neurology at the medical faculty of 
Lisboa University, and a pioneer in brain 
surgery. 

The principal architects of man-made dis- 
asters of history were usually under fifty, 
as an English doctor recently observed. With 
modern chances of longer life, we are gradu- 
ally developing towards a form of gerontoc- 
racy. Indeed, in British policy, a measure 
of gerontocracy has been established for 
close on a hundred years. In the three great 
pieces of British political imagination, the 
liberation of India, the creation of the Na- 
tional Health Service, and the inception of 
the New Towns, all the principal performers 
were in their fifties or sixties. 

Throughout the last decade (1943-1954), 
several articles of a German botanist, called 
H. Schanderl, discussed the possibility that 
various parts of a disintegrating plant may 
change into bacteria. He asserts that it is 
especially the chondriosomes, plastids, and 
cell nuclei which will develop into microbes. 
The regular old-school bacteriologists pro- 
test! . . . Multa Paucis! 
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SUSTAINING MEMBERS 


It is a privilege to list the firms who have joined The Association of Military Surgeons 
as Sustaining Members. We gratefully acknowledge their support. 


ABBOTT LABORATORIES 

ASTRA PHARMACEUTICAL PRODUCTS, INC. 

AYERST LABORATORIES 

BAXTER LABORATORIES, INC. 

BECTON, DICKINSON AND COMPANY 

BISHOP, J., & CO. PLATINUM WORKS—MEDICAL PRODUCTS DIVISION 
BURROUGHS WELLCOME & CO. (U.S.A.) INC. 

CIBA PHARMACEUTICAL PRODUCTS, INC. 

COOK-WAITE LABORATORIES, INC. 

CORNING GLASS WORKS 

COURTLAND LABORATORIES 

CUTTER LABORATORIES 

EATON LABORATORIES, DIVISION OF THE NORWICH PHARMACAL CO. 
GENERAL ELECTRIC COMPANY 

HOFFMANN-LA ROCHE, INC. 

JOHNSON & JOHNSON 

LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID CO. 
LILLY, ELI, AND COMPANY 

MALLINCKRODT CHEMICAL WORKS 

MERCK & CO., INC. 

ORTHOPEDIC EQUIPMENT COMPANY 

PARKE, DAVIS & COMPANY 

PFIZER, CHAS. & CO., INC. 

PICKER X-RAY CORPORATION 

PITMAN-MOORE COMPANY, DIVISION ALLIED LABORATORIES 
PROFEXRAY, INCORPORATED 

RITTER COMPANY, INC. 

SCHERING CORPORATION 

SEARLE, G. D., & CO. 

SMITH, KLINE AND FRENCH LABORATORIES 

SQUIBB, E. R., & SONS, DIVISION OF OLIN MATHIESON CHEMICAL CORP. 
STEPHENSON CORPORATION 

STERILON CORPORATION 

WARNER-CHILCOTT LABORATORIES DIVISION WARNER-HUDNUT, INC. 
WINTHROP LABORATORIES, INC. 

WYETH LABORATORIES 






































| Timely items of general interest are ac- 
cepted for these columns. Deadline is 
3rd of month preceding month of issue. 


Department of Defense 


Ass’t Secretary (Health & Medical)—Hon. 

FRANK B. Berry, M.D. 

Deputy Ass’t Sec’y—Hon. Epw. H. Cusu- 

ING, M.D. 

SELECTIVE SERVICE 

The Department of Defense has _re- 
quested the Selective Service System to pro- 
vide 6,000 men during February for assign- 
ment to the Army. There will be no call 
for men for the Navy, Marine Corps, and 
the Air Force. 

JOINT UTILIZATION OF FACILITIES 

The Department of Defense has directed 
that joint use be made of military medical 
facilities. This order has not been inter- 
preted as meaning joint staffing, 

While the order is a recent one and will 
undoubtedly extend such a procedure the 
practise of joint utilization is not unknown 
to the medical services of the military forces. 
This has been done in a measure in many 
areas for years. 

Joint utilization creates problems, of 
course, in personnel distribution, funding, 
supplies, and other aspects not immediately 
apparent, but the problems are not insur- 
mountable. 

The Medical 


Agency in New York with its catalogue of 


Services Procurement 
supplies used by the Armed Forces medical 
services is an example of the cooperation 
among the services. This Agency has been 
in existence for a number of years, and has 
done a magnificent job in the matter of 
procurement of medical supplies for the 
services. Other branches of the government 
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could profit from the experiences of this 
Agency. 

The Department of Defense order for 
interservice utilization of medical facilities 
is a good one although there are many prob- 
lems that will have to be solved. 


MEND-SPONSORED SYMPOSIA 

Announcement of symposia conducted by 
the MEND Program has been made by the 
National Coordinator, Dr. James R. Scho- 
field, Bureau of Medicine and Surgery, De- 
partment of the Navy, Washington 25, D.C. 

“Infectious Disease Problems” is the 
symposium to be held at the Great Lakes 
Naval Training Center, Chicago, February 
14-16. This is a symposium designed to 
present to professors of public health and 
preventive medicine, bacteriology, internal 
medicine, and pathology, the problems en- 
countered by the military services in the 
communicable disease area. 

“Radiobiology” will be the symposium to 
be held April 9-11 at the Walter Reed Army 
Institute of Research, Washington, D.C. 
This symposium will present an unusual op- 
portunity for the faculty members to have 
a high-level treatment of all of the medical 
aspects and implications of radioactive ma- 
terials and their military or civilian usage. 

Faculty members interested should con- 
tact Dr. Schofield. 


DENTAL ADVISORY COMMITTEE 

A Department of Defense Dental Advi- 
sory Committee has been established under 
the Assistant Secretary of Defense (Health 
and Medical). 

The Committee consists of a representa- 
tive of the Assistant Secretary of Defense 
(Health and Medical) the Chief Dental 
Officer of each military department, and 
three dentists selected from civil life. The 
Committee is to meet about four times a 
year for the purpose of advising and assist- 
ing in the development and implementation 
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of policies, plans and programs required to 
provide adequate, efficient, and economical 
dental care and services for the Armed 
Forces 
NATIONAL MEDICAL LIBRARY 

A symposium on the “Acquisitions Policy 
of the National Medical Library” will be 
held at the Armed Forces Medical Library 
in Washington, Thursday, April 12, 1956. 
The Symposium is intended primarily for 
the benefit of the Armed Forces Medical 
Library staff, but interested persons from 
outside the Library will be welcome. 

Application for cards of admission should 
be made to the Director, Armed Forces 
Medical Library, Washington 25, D.C. 


DEPUTY DIRECTOR AFIP 

Colonel Francis E. Council, MC, was re- 
cently appointed Army Deputy Director of 
the Armed Forces Institute of Pathology, 
according to an announcement made by the 
Director, Captain William M. Silliphant, 
MC, U. S. Navy. Colonel Council is a re- 
placement for Colonel Dwight M. Kuhns. 

In 1926 Colonel Council was commis- 
sioned a first lieutenant in the Officers Re- 
serve Corps of the Army and interned at 
Fitzsimons Army Hospital in Denver. Fol- 
lowing this year of internship he was com- 
missioned in the Regular Army. During 
his military service he has served as Com- 
manding Officer of a number of Army lab- 
oratories, 

Colonel Council is certified by the Ameri- 
can Board of Preventive Medicine and the 


American Board of Pathology. 


HISTORY OF PATHOLOGY LECTURES 

The Director of the Armed Forces Insti- 
tute of Pathology, Captain William E. Silli- 
phant, MC, USN, has announced a series 
of lectures on the history of pathology and 
experimental medicine to be given by Mor- 
ris C. Leikind, Chief, Historical Research 
Division. 

The lectures to which all interested per- 
sons are invited will be given at 4:30 p.m. in 
the Dart Auditorium of the Institute, Wal- 
ter Reed Army Medical Center on the fol- 
lowing dates: 

Feb. 14—The Invention of the Microscope 
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and the Growth of Microscopic Anatomy 
and Pathology 

Feb. 21—The Rise of Bacteriology and 
Virology 

Feb. 28—The History of Physiology and 
the Functional Basis of Pathology 

Mar. 6—Biochemistry and Biochemical 
Pathology 

Mar. 13—Endocrinology 

Mar. 20—Nutrition and Nutritional Dis- 
eases 

Mar. 27—History of Oncology 

Apr. 3—Growth of Pathology as a Medical 


Specialty 
Apr. 10—The History of Pathology in 
America 


HEALTH PHYSICS COURSE 

Dates set for the health physics course 
for Armed Forces veterinarians are: Febru- 
ary 27, March 12, April 3, and June 4. 
These courses are held at the Oak Ridge 
Institute of Nuclear Studies in cooperation 
with the University of Tennessee-Atomic 
Energy Commission Agricultural Research 
Program. Major Max Nold, USAF (VC), 
is director of the course. 

Particular importance is attached to the 
course because of the possible or potential 
factors involved in the radio-active con- 
tamination of food producing animals and 
their products. 

The curriculum includes such topics as 
the effect of radiation on living cells, the 
internal effects of radiation on animals, the 
effects of radiation on food and methods of 
decontaminating food which has been ex- 
posed to such radiation, and the use of 
radioactive isotopes in research and medi- 
cine, 

PHONETIC ALPHABET 

Effective March 1, 1956 the following 
phonetic alphabet will be used: 


ALPHA JULIET SIERRA 
BRAVO KILO TANGO 
CHARLIE LIMA UNIFORM 
DELTA MIKE VICTOR 
ECHO NOVEMBER WHISKEY 
FOXTROT OSCAR X-RAY 
GOLF PAPA YANKEE 
HOTEL QUEBEC ZULU 
INDIA ROMEO 
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Army 


Surgeon General—May. GEN. Sivas B. 
Hays 

Deputy Surg. Gen—May. Gen. JAMEs P. 
COONEY 


ASSIGNMENTS IN SGO 
Lt. Col. Herschel E. Griffin, MC, has 
been designated as Chief, Infectious Dis- 
ease Control Branch, Preventive Medicine 
Division, Surgeon General’s Office. 

Col. George R. Carpenter, MC, who held 
the position to which Colonel Griffin has 
been appointed, has been transferred to 
Headquarters First Army, Fort Jay, Gov- 
ernors Island, New York. 

Captain Arnold M. Reeve, MC, has been 
appointed Chief, Immunization Section and 
Venereal Disease Control Section, Preven- 
tive Medicine Division, Surgeon General’s 
Office. 


WOMEN SPECIALISTS 


Dietitians, physical and _ occupational 
therapists can obtain professional training 
in the Army Medical Service Corps. Sixty- 
four positions are available, but the deadline 
for applying is rapidly approaching (March 
15). 

Young women under twenty-seven years 
of age who have or expect to receive a de- 
gree in one of the fields by next June are 
eligible to apply. They must be American 
citizens and physically qualified. Applica- 
tions must be forwarded through the school 
General of the 


director to the Surgeon 


Army. 


MORE MALE NURSES 


Three male registered nurses, former 
sergeants, recently received their bars from 
Maj. Gen. Leonard D. Heaton, Commanding 
General of the Walter Reed Army Medical 
Center, Washington, D.C. 

They were: James C. Walther, Utica, 
Ill.; Bernard E. Wildoner, Jim Thorpe, Pa. ; 


Dougherty, Wauwatosa, 


and Thomas J. 


Wis. 
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ASSIGN MENT—-FT. LEWIS 


Major John H. 


assigned as 


Painter, MC, was re- 
cently Preventive Medicine 
Officer at Fort Lewis. He has just returned 
from India where he was on duty with the 
American Military Mission since 1952. 
CALCIUM AND PHOSPHORUS METABOLISM 

DISCUSSED 

Col. John H. Rust, VC, research project 
leader in the Department of Pharmacology, 
University of Chicago, was session chair- 
man at a conference on calcium and phos- 
phorus metabolism held by the New York 
Academy of Science in January. 


APPOINTED ADJUTANT BAMC 


Lt. Colonel Don E. Person, MSC, has 
been named Adjutant at the Headquarters, 
3rooke Army Medical Center, Fort Sam 
Houston, Texas, as announced recently by 
Maj. General William E. Shambora, Com- 
mander of the Center. 


EXERCISE MOOSE HORN 


Medical units from the Brooke Army 
Medical Center, Fort Sam Houston, Texas, 
are taking part in maneuvers in central 
Alaska in support of the 7000 troops of the 
71st Infantry Division which is testing the 
capability of Army units of continental 
United States to support troops of Alaska. 

Much has been learned since 1940 when 
the U. S. forces were augmented and spread 
over this large territory. With the use of 
the accumulated information and proper in- 
doctrination soldiers should not have too 
great difficulty in this cold weather. We ad- 
mit, though, it would not be like duty in 
Texas at this time of the year. 


BAMC TRAINING 

Two hundred four Medical Service ROTC 
Cadets from 21 universities trained for to- 
morrow, at Brooke Army Medical Center this 
past summer. 

The future officers in the Air Force and 
Army 


and general military science. They will com- 


represented veterinary, pharmacy, 
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plete their university courses and then re- 
ceive commissions. 

The six-weeks summer camp was stream- 
lined to teach the cadets about medical serv- 
ice programs and acquaint them with the 
rigors of Army life in the field. 

Training ranged from familiarization fir- 
ing on the Camp Bullis rifle range to class- 
room discussion on medical problems of 
atomic warfare. 

The 79 veterinary cadets found that the 
Army veterinarian is not only responsible 
for the care and treatment of Army ani- 
mals, though that is an important phase of 
his work, but also has other responsibilities. 
They studied preventive medicine, food in- 
spection, and field sanitation, as part of their 
responsibility as future Veterinary Corps 
officers. 

For the veterinary cadets, Army mules 
and dogs were shipped to the camp from 
Fort Carson, Colo. The mules came from 
the 35th Quartermaster Pack Company, the 
last such unit in the Army. They are used 
at Carson for mountain training and for 
mountain work. The dogs were 
among those trained for sentinel and guard 
duty. The cadets watched the animals in 
action and saw how the animals are treated. 


rescue 


They took the mules on a pack march, carry- 
ing “patients.” 

The veterinarians visited quartermaster 
food facilities at Fort Sam Houston where 
they studied meat and produce inspection. 
They also toured a San Antonio dairy to 
survey sanitation programs. 

Field trips took them to the United States 
Department of Agriculture experiment sta- 
tion at Kerrville, Texas, and to the giant 
King Ranch in South Texas. There they 
inspected the research program under way 
to control animal-attacking insects with 
powerful new chemicals. At the King Ranch 
they studied the extensive breeding pro- 
grams to develop cattle and horses adapted 
to the near-desert conditions on the ranch. 
They also saw programs to eradicate disease 
and insects and to improve range land 
through brush ‘clearing. 

The pharmacists visited pharmacy facili- 
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Army Photo 
Sp3 Paul Sapstein explains operation of colloidal 
mill to Cadets George Zacour, John N. Roof, Jr., 
and Langford H. Sneed. 


ties, including the large, new manufacturing 
section at Brooke Army Hospital and unit 
dispensaries. They also trained as adminis- 
trative officers in the medical service and as 
assistants to medical officers in combat. The 
pharmacists, together with the general 
military science cadets, will be commissioned 
in the Medical Service Corps. 

The future Medical Service Corps officers 
learned the fundamentals of first aid treat- 
ment of combat wounded. They first prac- 
ticed field bandaging on each other and 
then moved to the field for a simulated bat- 
tle situation where they acted the parts of 
personnel in the medical evacuation system. 

Field training for all the cadets featured 
the traditional bivouac and Texas weather 
did not disappoint them. A thunder shower 
provided interesting entertainment at night. 

The trainees fired the U. S. Army car- 
bine and the 45 cal. pistol and saw other 
light weapons in a demonstration of Army 
firepower. These future officers worked 
their way through Texas brushland in day 
and night map problems. 

Formal inspections and parades were 

















Army Photo 
Cadets R. H. McKay (left), Univ. of Calif., and 
Don Ferguson, Wash. State College, check band- 
age on a simulated leg wound. 


staged every Saturday morning with the 
final review under the eyes of Major General 
Samuel Williams, Fourth Army Commander. 
At this review cadets competed for the out- 
standing drill platoon. 

William E. 


Brooke 


Major General Shambora, 
Commanding General of Army 


Medical Center, was ROTC Camp Com- 





Army Photo 


Maj. Gen. Wm. E. 
Medical Center, talks with Cadet Richard I. Wells, 
Ohio State Univ., during inspection tour. 


Shambora, CG, Brooke Army 


mander. He was assisted by Colonel James 
Snyder, MC, Assistant Commandant, Medi- 
cal Field Service School, as Deputy Camp 
Commander, and by Major William Brooks, 
VC, Assistant Deputy Camp Commander. 

Brigadier General Elmer W. Young, 
Chief of the Army Veterinary Corps from 
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Washington attended opening ceremonies 
and said, “America must stand as a united 
nation and be prepared to face any possible 
aggressor attack. This calls for personal 
sacrifices by America’s young men in sery- 
ing their country.” 

At graduation ceremonies, Colonel Ber- 
nard Aabel, Chief of the Army Medical 
Service Corps said, “At no time in our his- 
tory have we needed good military leader- 
ship as we do today—especially leadership 
by the future professional officers evidenced 
in this group of ROTC Cadets.” 

William W. Mears, Virginia Military In- 
stitute, from Collingswood, N.J., and John 
E. Andreas, Ohio State University, from 
Sugar Creek, Ohio, were named outstand- 
ing cadets at the camp. 


BOOK ON SURGERY 


Surgery in World War II—Hand Surgery 
—is the title of a recently published book 
of the Army Medical Service. Here is re- 
corded the experiences of those engaged 
during World War II in that particular 
field of surgery. The book has been com- 
piled by the Historical Unit of the Army 
Medical Service of which Colonel John B. 
Coates is Director. 

Copies of the book are available from 
the Superintendent of Documents, Govern- 
ment Printing Office, Washington 25, D.C., 
at $3.75 per copy. 

RETIRED ACTIVITIES UNIT 

There has been established in the Penta- 
gon an Army Retired Activities Unit which 
will operate under the Adjutant General. 
Retired individuals, officer or enlisted, may 
call or write to this unit for information on 
problems on rights, privileges, and benefits. 


NEW RAINCOAT ADOPTED 

A new raincoat for Army personnel has 
been recently adopted by the Department of 
Army. The new raincoat is made of 1.8- 
ounce nylon, coated on the inside with poly- 
vinyl-butyral, taupe shade, double-breasted, 
with belt and shoulder loops. It is claimed 
that this new raincoat is lighter in weight, 
presents a better appearance for off-duty 
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wear and can be folded into a more compact 
package than the coat now in use. 

Stocks of the present type of raincoat will 
be used up prior to the issuing of the new 
type. 


Navy 


Surgeon General—ReEAR ApM. BARTHOLO- 
MEW W. HoGAN 

Deputy Surgeon General—RearR ADMIRAL 
3RUCE E, BRADLEY 


ANESTHESIOLOGISTS NEEDED 

Certified or Board eligible anesthesiolo- 
gists are needed for the naval hospitals in 
the continental United States. Duty may be 
on either a Naval Reserve status or a career 
status in the Regular Navy. Those interested 
are urged to apply promptly to the Chief, 
Bureau of Medicine and Surgery, Depart- 
ment of the Navy, Washington 25, D.C. 
CORRESPONDENCE COURSE 

“Atomic Medicine” is the title of a new 
correspondence course for regular and Re- 
serve officers and enlisted personnel of the 
Medical Service. 

Completion of the course will give 24 
promotion and retirement points. The new 
textbook, utilized as reading material for 
the course, is a complete new revision of 
Atomic Medicine, 2nd Edition, edited by 
Rear Admiral C. F. Behrens, MC, U. S. 
Navy. The book is published by Williams 
and Wilkins of Baltimore. 

Application for this course should be 
submitted on form NavPers 992 (with ap- 
propriate change in the “TO” line), and 
forwarded through channels to the Com- 


manding Officer, U. S. Naval Medical 
School, National Naval Medical Center, 


Bethesda 14, Maryland. 


MSC MEETINGS 

Monthly meetings for the Medical Serv- 
ice Corps Officers and Warrant Officers on 
duty in the Washington area are being held 
at the Naval Medical Center, 
Bethesda, “What is Hospital 


National 
Maryland. 
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Administration For?” .was the subject of a 
talk recently given by Michael M. Davis, 
Ph.D., Chairman, Executive Committee, 
Committee for Nations Health, Inc. 


COMMENDATION 


Rear Admiral M. E. Miles, USN, recently 
forwarded individual Letters of Commenda- 
tion to Commander Jerry J. Zarriello, MC, 
USN, and Lieutenant Commander Thomas 
B. Murray, MSC, USNR, for their outstand- 
ing performance of duty while attached to 
his staff. 

Commander Zarriello, Staff Medical Off- 
cer and Flight Surgeon on the Staff of 
Commander, Joint U. S. Military Disaster 
Relief Forces in Yucatan Peninsula and 
Tampico, Mexico, was commended for his 
outstanding professional ability, initiative, 
judgment and devotion to duty as an advi- 
sor and in providing medical assistance and 
preventive measures in those disaster areas. 
He was further commended for his great 
endurance and _ outstanding professional 
skill in applying vitally needed emergency 
surgical and medical measures to aid ap- 
proximately 150 injured persons, under ad- 
verse field conditions, in the isolated village 
of Xcalac, State of Quintana Roo, Mexico, 
which village had been entirely destroyed by 
a severe hurricane. Commander Zarriello 
worked without rest, and without profes- 
sional assistance, for approximately 24 
hours in carrying out this stage of his valu- 
able disaster relief work. 

Lieutenant Commander Murray, assigned 
additional duty on the Staff of the Com- 
mander of the Task Group for the purpose 
of rendering emergency epidemic disease 
control measures in the flooded city of 
Tampico and its outlying area, was com- 
mended for his outstanding professional 
ability, judgment, and devotion to duty in 
executing these most important disease pre- 
ventive measures in the disaster area. 


DENTAL PUBLICATION 


“The Care of Your Teeth and the Pre- 
vention of Dental Disease, NavMed P- 
5039” has been a very popular bulletin 
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which has been distributed by the Navy 
dental officers. The value of. oral hygiene 
and the manner in which to attain it is em- 
phasized in the publication. Almost 50,000 
of these booklets have been distributed. 


RADM WELLS RETIRED 

Rear Admiral C. Raymond Wells, DC, 
USNR, the first Admiral in the Dental Re- 
serve Corps to attain such an honor, was 
recently placed on the retired list. 

He served as a Pharmacist’s Mate in 
World War I and later as a dental officer in 
the Regular Navy, resigning in 1925. In 
1941 he was called to active duty from the 
Reserves and served until November 1945. 

In 1943 Admiral Wells became president 
of the American Dental Association. Be- 
cause of his outstanding ability and his 
record he was chosen as the Reserve Dental 
Corp’s first Rear Admiral in 1954. 

At present Admiral Wells is serving as 
civilian consultant to the Chief of the Den- 
tal Division of the Navy. 


Air Force 


Surgeon General—May. GEN. DAN C. OGLE 

Deputy Surg. Gen—Maj. Gen. W. H. 
POWELL, JR. 

MEDICAL SPECIALIST CORPS 

The Surgeon General has recently an- 
nounced that the Women’s Medical Special- 
ist Corps has been redesignated the Medical 
Specialist Corps. Colonel Miriam E. Perry, 
USAF (MSpC), is Chief of the Corps. 
MEDICAL STUDENT TRAINEE PROGRAM 

A program which accepts junior as well 
as senior medical students, has been set up 
by the Air Force, as announced recently by 
Maj. Gen. Dan C. 

The closing date for applications for the 
1956-57 term is March 1. 

Junior and senior students are eligible for 
appointment in the medical component of 
the Air Force Reserve. They will be con- 
sidered as on active duty at their schools 


Ogle, Surgeon General. 


and will draw the pay and allowances of 


Lieutenant while 


Second 


pursuing their 





studies. After graduation they will receive 
commissions as First Lieutenants in the 
Reserve Medical Corps. 

Here is an opportunity for medical stu- 
dents to defray some of the cost of their 
medical education. While the program has 
been set up for 1956-57 it is very likely 
that there will be a continuation for some 
years to come, at least so long as there is 
such a critical shortage of physicians in the 
Air Force. 


MEDICAL SUPPORT OF ARMY AIR FORCE 


The story of the Medical Support of the 
Army Air Forces in World War II is re- 
corded in a 1,027 page book with buckram 
binding. The task of compiling this book has 
been a monumental one and has taken years 
to accomplish. While many persons have 
been involved much credit must go to Doc- 
tors Mae Mills Link and Hubert A. Cole- 
man for accomplishing the task. 

In a later issue of this journal a review of 
the book will appear. In the meantime those 
who wish to purchase the book may obtain a 
copy from the Superintendent of Docu- 
ments, Government Printing Office, Wash- 
ington 25, D.C., for $7. 


FLIGHT NURSE GRADUATION 


Recently the 3,162nd flight nurse was 
graduated from the Air University’s Avia- 
tion Medicine Branch School at Gunter Air 
Force Base, Alabama. On hand to present 
the wings to the 16 graduates was Col. John 
R. McGraw, Deputy Commandant of the 
Air Force School of Aviation Medicine, 
Randolph Air Force Base, Texas. 

Colonel McGraw was Commandant of the 
School of Air Evacuation at Bowman Field, 
Kentucky, during World War II, when that 
school was responsible for  flight-nurse 
training. It was at that school that the first 
flight nurse was graduated in 1943. 

The Air Force School trains flight nurses 
for both the Air Force and the Navy. 


BASIC REFRESHER COURSE 


A dental officer refresher course has been 
inaugurated at the Air University’s Avia- 
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tion Medicine Branch School at Gunter Air 
Force Alabama. New classes _ will 
form for the two-week course on February 
6th and April 23rd. 

These classes are designed to bring Re- 
serve dental officers up-to-date on the new- 


Base, 


est administrative procedures and practices 
of the Dental Corps. The classes are taught 
by full-time instructors of the Air Univer- 
sity. Colonel Fratis L. Duff, USAF (MC) 
is the Commander of the School, and 
Colonel Maurice C. Harlan, USAF (DC) is 
the Course Supervisor. 

Additional classes are planned for the Fis- 
cal Year 1957. Air Reserve dental officers 
interested in attending should apply through 
their Reserve units or through the Air Sur- 
geon’s Office of the appropriate Continental 
Air Command, Air Force. 


Public Health Service 


Surgeon General—LEONARD A. SCHEELE, 
M.D. 

Deputy Surg. Gen—W. PALMER DEERING, 
M.D. 


DR. COGGESHALL APPOINTED 


Dr. Lowell T. Coggeshall has been nom- 
inated by President Eisenhower to be Spe- 
cial Assistant for Health and Medical 
Affairs in the Department of Health, Edu- 
cation, and Welfare. 

Marion B. Folsom, Secretary of the De- 
partment has made the following statement : 
“Dr. Coggeshall is one of the nation’s out- 
standing medical leaders. He has a distin- 
guished record in medical research, teaching, 
and administration. His skill and experience 
will be invaluable assets in the months ahead 
when important policy issues in the health 
field will be under active consideration. I 
am delighted that Dr. Coggeshall is joining 
the Department. The University of Chicago 
has been generous in granting him leave 
of absence.” 

Dr, Coggeshall was the recipient of the 
Gorgas Medal in 1945 presented through 
the Association -of the Military Surgeons 
by the Wyeth Laboratories, Inc. 
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RESEARCH FUNDS 

Speaking at a Press Conference Secre- 
tary Folsom, Health, Education, and Wel- 
fare Department, stated that increased 
funds would be sought for medical research 
of the Public Health Service. Total appro- 
priations to the National Institutes of 
Health this fiscal year amount to $97.8 mil- 
lion. An increase of 25 to 30 percent will be 
asked. 

Secretary Folsom said that, “today, more 
than half a million new cancer cases are re- 
ported annually. One out of every 10 per- 
sons is confined at some point in life to a 
mental institution. Heart disease claims over 
850,000 victims annually—one half of all 
deaths reported each year. Clearly there is 
a critical need to advance research efforts at 
all levels, public and private, to learn more 
about the cause, cure, and prevention of 


disease.” 


GRANTS FOR HOSPITAL STUDY 


Eleven grants totaling $401,960 for re- 
search studies to improve hospital services 
have been made by the Public Health Serv- 
ice. Projects for which the grants were made 
include the evaluation of methods for im- 
proving patient care; study of the kinds of 
hospital services needed by the community ; 
and the effect of laws governing hospital 
planning and licensing. 


RESEARCH ON CHLORPROMAZINE 


Dr. Norman P. Salzman, Dr. Neil C. 
Moran, and Dr. Bernard B. Brodie, of the 
National Institutes of Health, Bethesda, 
Maryland, have recently reported in the 
British journal Nature their work on a new 
chlorpromazine derivative, known as chlor- 
promazine sulfoxide. It appears that this 
new compound will eliminate the postural 
hypotension which frequently accompanies 
the administration of chlorpromazine. While 
clinical investigation on human beings is 
not yet completed, it appears that chlorpro- 
mazine sulfoxide administration in animal 
experiments does eliminate the lowering of 
blood pressure, frequently found with 
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chlorpromazine, when the animal is shifted 
from the horizontal to the vertical position. 


INTERNATIONAL SYMPOSIUM ON VD 

The First International Symposium on 
Venereal Diseases and the Treponematoses 
will be held at the Statler Hotel, Washing- 
ton, D.C., from May 28 through June 1 
under the sponsorship of the Public Health 
Service and the World Health Organiza- 


tion. 
The symposium is open to. all physi- 
cians, scientists and professional health 


workers. 

Dr. C. A. Smith, Medical Director, Chief, 
Venereal Disease Program, Public Health 
Service, Washington, D.C., is in charge of 


the arrangements for the symposium. 


POLIOM YELITIS 


The poliomyelitis cases reported for 1955 ° 


(ending Dec. 24) totaled 29,144 as against 
38,591 for 1954. 


paralytic 


Further classification 
cases—10,577 (1954 
11,608 (1954 
7,499 (1954 


shows: 
14,397) ; nonparalytic cases 
11,278; 
12,916). 


unspecified type 


Veterans Administration 


Chief Medical Director—W1.u1aM S. Mip- 
DELTON, M.D. 
Deputy Chief Med. Dir—R. A. Wo trorp, 


M.D. 


APPOINTMENT 

Dr. James D. Murphy, chief of the sur- 
gical service of the Veterans Administra- 
tion hospital in Oteen, N.C., has been ap- 
pointed manager of the VA _ hospital at 
Baltimore, Md. 

Dr. Murphy is a veteran of both World 
Wars and has been in the Federal service 
since 1933. During World War I he was 
an enlisted man in the Marine Corps, and in 
World War II he served with the Army 
Medical Corps. 

Dr. Theodore R. 
ager of the Baltimore Veterans Administra- 


Dayton who was man- 


tion hospital has retired. 
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Dr. Joseph B. Bounds has been appointed 
as manager of the VA hospital at Roanoke, 
Va. He succeeds Dr. Charles W. Grady who 
has retired. Dr. Bounds served with the 
Navy Medical Corps during World War II. 
He is certified by the American Board of 
Psychiatry and Neurology. 


Miscellaneous 


POISONS 


At the recent meeting of the Association 
for the Advancement of Science held at 
Atlanta, Georgia, panel discussants at the 
section on pharmacy considered the dangers 
of household chemicals and agricultural poi- 
sons, 

Mr. Conley, secretary of the Committees 
on Toxicology and on Pesticides, the Ameri- 
can Medical Association, said that, “the 
many new chemicals, which are responsible 
for making our daily lives more comfort- 
able, complicate the health picture, and con- 
sequently these new chemical products must 
be handled with care and understanding.” 

Dr. Wayland J. Hayes, Jr., chief, toxi- 
cology section, Communicable Disease Cen- 
ter, Public Health Service, Savannah, Geor- 
gia, described a study in which 51 men 
volunteers took daily oral doses of DDT. 
He stated that, “the study indicates that 
there is a large safety factor associated with 
DDT as it now occurs in the general diet.” 

Mr. Conley, moderator of the panel, 
stated that, “the consensus of this meeting is 
that top priority in accident prevention pro- 
grams (in the matter of poisons) should be 
given to (1) increasing safety awareness of 
laymen; (2) wider use of precautionary 
labeling on products, and (3) more ac- 
curacy in death certificates and hospital rec- 
ords through proper identification of poi- 
sonous agents.” 

RESUSCITATORS FOR GREAT BRITAIN 

A stepped up program for resuscitators 
for Great Britain and its Commonwealth 
Countries has been inaugurated by a con- 
tract between the Stephenson Corporation 
of Red Bank, New Jersey, and the British 
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Oxygen Company of England. The latter 
company will manufacture and distribute 
the Stephenson Resuscitators. 


ESTIMATING OUTPUT OF ENERGY 





This strange looking apparatus is being 
worn by a British Army recruit who has 
volunteered for an experiment to determine 
the amount of energy he uses in his basic 
training. Nicknamed the Imp (short for 
Integrating Motor Pneumotachograph), 
the machine records the amount of air ex- 
haled and collects samples of it for analysis 
to find out how much oxygen has been used. 
The volunteer is drinking—of course, tea. 


DRUGSTORES 


A pictorial history of drugstores from the 
13th century to the present has been created 
as an exhibit in the division of Medicine 
and Public Health at the Smithsonian Insti- 
tute in Washington. 


MEDICAL RESEARCH CENTER 

In a few years the Atomic Energy Com- 
mission hopes to have a medical research 
center completed at Brookhaven Laboratory, 
Upton, L.I. The center is to have a nuclear 
reactor, a hospital, and divisions represent- 
ing the allied medical sciences. 


MEETING 


The American Orthopsychiatric Associa- 
tion will hold its 33rd Annual Meeting at 


the Hotels Commodore and Roosevelt in 
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New York City, on March 15, 16, and 17. 
Inquiries about the program, reservations, 
etc., should be addressed to Dr. Marion F. 
Langer, 1790 Broadway, New York 19, 
N.Y. 


COMMUNITY HEALTH WEEK 


“Let’s Do More About Health” will be 
the theme for the second nation-wide Com- 
munity Health Week to be sponsored by 
the United States Junior Chamber of Com- 
merce with the cooperation of the National 
Health Council, March 18-24. 

Kits may be requested from the National 
Health Council, 1790 Broadway, New York 
19, N.Y. 


NEUROLOGICAL DISABILITY COM MITTEE 


The National Health Council with head- 
quarters in New York has established a 
special committee on Neurological Disability 
in an effort to accelerate help to some 
10,000,000 Americans who are suffering 
from brain damage of various kinds. The 
Committee is headed by Dr. Glidden L. 
3rooks, Medical Director of United Cere- 
bral Palsy. 

KNOTS 

The Art of Knotting and Splicing is the 
title of the newly revised book published by 
the U. S. Naval Institute, Annapolis, Mary- 
land. Cyrus Day, the author, states that this 
book is the outgrowth of his Sailors’ Knots 
published in 1935. 

Opposite almost every page of print of 
this 224 page book there is a plate illus- 
trating the knots described. An excellent 
bibliography, glossary, and index complete 
this most interesting work, the price of 
which is $5.00. 


AMERICAN DRUG INDEX 

This 5,6 page book which lists pharma- 
ceuticals from A to Z will be an invaluable 
reference book for physicians, dentists, 
nurses, pharmacists, and in fact anyone 
needing to have quickly a brief summary of 
a pharmaceutical. 

The book has just been published by J. B. 
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Lippincott Company, Philadelphia and 
Montreal at the price of $5.00. More about 
this book later in our review column. 


PROTEIN MALNUTRITION 


The Proceedings of a Conference in Ja- 
maica (1953) on Protein Malnutrition are 
now in book form and available from the 
Columbia University Press, 2960 Broad- 
way, New York 27, N.Y. Price of the 300 
page illustrated book is $3.50. 


HANDBOOK OF VITAL STATISTICS METHODS 


This 258 page book on vital statistics meth- 
ods is available from the Columbia Univer- 
sity Press, 2960 Broadway, New York 27, 
N.Y. Price is $2.50. 


GOVERNMENT PUBLICATIONS 


Medical Support of the Army $7.00 
Air Forces in World War II 
Cat. No. D 304.2:M 46 

Surgery in World War I] 3a 
Hand Surgery 
Cat. No. D 104-11 :Su 7/v.2 

Surgery in World War II 4.25 
Vascular Surgery: 
Cat. No. D 104.11:Su 7/v.3 

Safety for the Household 75 
Cat. No. C 13.4:463 

Safety on the Job BP 


Cat. No. D 101.37 :41-B-81 


Above can be procured from the Sup'’t. of 
Documents, Gov. Printing Off., Wash. 25, 
D.C. Send check or money order. Postage 


prepaid. 
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WHO PUBLICATIONS 
Cholera-Plague $2.00 
Bull. Vol.13,No.1 
Immunization Methods 2.00 
3ull. Vol.13,No.3 
Protein Malnutrition 3.50 
Vital Statistics Methods 2.50 


(United Nations) 

Series F No. 7 
Above may be obtained from Columbia 
University Press, Int’l Doc. Serv., 2960 


3roadway, New York 27, N.Y. 


Honor Roll 


Since the publication of our last list, the 
following sponsored one or more applicants 
for membership in the Association : 


Capt. Harold M. Allen, MCS, U. S. Army 


W. Compere Basom, M.D. 

Lt. Col. Edmund G. Beacham, MC, Mad. 
NG. 

Brig. Gen. John F. Bohlender, MC, U. S. 
Army 

Col. Raymond H. 
Army 

Med. Dir. Sidney P. Cooper, USPHS 

Dr. J. W. Goldenkranz 

Major Gen. Alvin L. Gorby, MC, U. S. 
Army 

Col. R. E. Hewitt, MC, U. S. Army 

Col. George Horsfall, MC, U. S. Army 

Lt. Col. Thomas H. Lane, MC, U. S. Army 

William J. Reals, M.D. 

Dr. Frank R. Reiders 

Lt. Col. Lloyd R. Stropes, MC, U. S. Army 

Lt. Col. George G. Trattner, DC, USAR 

Capt. S. S. Wald, DC, USNR 

Col. Floyd L. Wergeland, MC, U. S. Army 

Col. Abner Zehm, MC, U. S. Army 


Bunshaw, MC, U. S. 
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Capt. Arthur P. Morton, 
U. S. Navy, Ret. 


Arthur Price Morton, Captain, U. S. 


Navy, Retired, died December 11 at the 
Naval Hospital, Bethesda, Maryland. He 
was 62 years old. 

Captain Morton was a native of Virginia. 


He received his medical degree from the 
University of Pennsylvania Medical School 


in 1924. He served in the Navy during 
World War I and after receiving his medi- 
cal degree was commissioned in the Regular 
Navy, serving for more than 29 years as a 
medical officer. He was retired in 1953. Dur- 
ing World War II he served on the USS 
Ranger. 

Captain Morton is survived by his widow 
and three sons. Interment was in Arlington 
National Cemetery. 


























OBSTETRICAL ROENTGENOLOGY. By Robert 
Berman, M.D., F.A.C.S., Assistant Clini- 
cal Professor of Obstetrics and Gynecol- 
ogy, New York University College of 
Medicine; Associate in Roentgenology, 
Margaret Hague Maternity Hospital, 
Jersey City. Edited by Claude E. Heaton, 
M.D., Associate Professor of Obstetrics 
and Gynecology, New York University 
College of Medicine, 560 pages. F. A. 
Davis Co., Philadelphia. 1955. Price $12.50. 
This text has been compiled by an ob- 

stetrician who has been intrigued with the 
principles of roentgenology. He has carefully 
investigated the latter and correlated them 
with practical application in connection with 
his avenue of clinical investigation. He is an 
enthusiast relative to information obtainable 
by roentgen visualizations and emphasizes 
the worth of such in this modern day. 

The text is unusually complete. The ma- 
terial is introduced by historical considera- 
tions of the varied techniques which have 
been applied. These then are correlated with 
clinical aspects of pelvimetry, emphasis ap- 
plied as to the various configurations of 
pelvis. There appears to be a definite policy 
of alternating clinical and technical details ; 
sequel chapters including : Geometric aspects 
concerned with roentgen pelvimetry, char- 
acteristics of x-ray tubes and factors con- 
cerned with high quality roentgenography ; 
anatomic aspects of pelvic diameters and 
practicalities of measurement; the attributes 
of supine versus upright position of the pa- 
tient in connection with roentgen projections 
and considerations of the location of the 
placenta; visualization of the inlet view of 
the pelvis; comparable considerations in 
connection with a lateral view of the pelvis; 
a chapter on the outlet view of the pelvis; 
another on the lateral view of the uterus ; one 
on the author’s modification of classification 
of the pelvic configurations; evaluation of 
cephalometry, fetal growth and develop- 
ments ; a chapter pertaining to the placenta, 
per se; a separate chapter on modern x-ray 
pelvimetry and on application of such, clini- 
cally. 

This text is presented not only by lucid 
verbal description but ‘supported with 486 
172 





illustrations of high quality (reproduced to 
the original “negative” of the roentgeno 
gram). Over 395 references are appended 
Thus, this compilation would seem to be 
an exceptionally authoritative source for 
satisfying interests not only of those han- 
dling the clinical aspects of obstetrics but 
also those participating in the realm of 
roentgen diagnosis. 
The book binding is of high quality; the 
text is well indexed. 
Cor, A. A. DE LortmIrEr, U.S.A. RET. 


THe HuMAN ADRENAL Cortex. Edited by 
G. E. Wolstenholme, O.B.E., M.A., M.B., 
B.Ch. and Margaret P. Cameron, M.A,, 
A.B.L.S., Vol. VIII, Ciba Foundation Col- 
loquia on Endocrinology. 665 pages, illus- 
trated. Little, Brown and Company, Bos- 
ton. 1955. Price $10.00. 

The Ciba Foundation provides an interna- 
tional center where workers in medical and 
chemical research meet informally to ex- 
change ideas and intormation. In the last 5 
years there have been 29 international sym- 
posia, each lasting 2 to 4 days, and attended 
by active investigators from many countries. 
Current and incomplete research are pre- 
sented and discussed, for the purpose of aid- 
ing in the developement of additional sci- 
entific information. 

The size of each group of discussants is 
kept small. This book presents papers and 
discussion at two symposia; Dr. Gregory 
Pincus being the Chairman for Part I, cov- 
ering 276 pages and considering the histo- 
chemistry, mitotic activity, vascular relation- 
ships, anatomy of the adrenal cortex and its 
responses to stress, and to famine. The syn- 
thesis of adrenocortical steroids, the biosyn- 
thesis of aldosterone and its relationships to 
sodium excretion ; then relationships between 
cortical hormones and urinary output of 
various steroids and catechols were discussed. 

In Part II, Dr. George W. Thorne pre- 
sided over discussions of a more clinical 
nature and the dynamics of adrenal function 
in various persons, its relationship to ascorbic 
acid, and to sodium retention. Attempts were 
made to correlate changes in various glands 
including consideration of Cushing’s syn- 
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drome. The inter-relationships of ACTH and 
cortisone, and the various steroids were then 
presented in some detail. General discussions 
but not conclusions ended each part. The 11- 
page index covers both parts of the book. An 
imposing number of general symposia are 
also available for workers in this field. This 
book will permit a rapid review of the de- 
velopments in various subdivisions of the 
general field of the human adrenal cortex. 
James C. MuncH 


LA TRANSFUSION INTRA-ARTERIELLE. (In 
French) By Louis Hollender and Andre 
Berner. 164 pages, 22 figures. Masson et 
Cie, Publishers. Paris. 1955 1.200 fr. 
The authors. have divided the subject of 

intra-arterial transfusion into six sections fol- 
lowed by a bibliography of 287 references. 
After a brief historical review of the subject 
they discuss in detail the physiological basis 
for intra-arterial transfusion. They first con- 
sider current concepts of the physio-pathol- 
ogy of shock and the results and dangers of 
treatment by intra-venous transfusions. They 
then compare experimental studies of intra- 
arterial and intra-venous transfusion. The 
hemodynamics of intra-arterial transfusion 
are discussed in some detail. With this as a 
background the results of the clinical use of 
this method of transfusion are briefly pre- 
sented. Indications and contraindications for 
intra-aterial transfusions are covered in de- 
tail as also are the technics involved. Then 
follows a presentation of the complications 
of intra-arterial transfusion with etiology 
and treatment. The authors present the avail- 
able material, together with their own experi- 
ences in a logical and concise manner. They 
realize that there are some physico-patho- 
logical problems that are still unanswered and 
conclude their volume with a suggested plan 
of study. 


Lr. Cot. Jos. H. AKEroyp, MSC, USA 


Fricut HanpBoox. Compiled by the Staff of 
Flight (England) and Edited by Maurice 
A. Smith, D.F.C. 277 pages with 217 
photographs. Philosophical Library, New 
York. 1955. Price $6.00. 

_ This is the fifth edition (the first published 
in 1910) of a widely accepted handbook on 
aviation. It presents clearly a relatively diffi- 
cult technical subject. In England, the hand- 
book is intended to provide basic information 
on aircraft, their engines, and a great number 
of associated aviation subjects with the 
reader keeping current in the field through 
reading weekly editions of Flight magazine. 
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After initial chapters on the atmosphere 
and first principles of aerodynamics, succeed- 
ing chapters discuss in surprising detail the 
various components of operational aircraft. 
The reader is provided simultaneously with 
an interesting treatise on aviation and a fact- 
filled handbook for detailed reference on the 
subject. The book is somewhat technical for 
the casual reader, and perhaps lacks sufficient 
detail for those intimately associated with 
aviation. However, it provides an excellent 
compromise between clarity and detail for the 
vast number of individuals who are inter- 
ested in, but not completely versed in, civilian 
and military aviation. The value of the hand- 
book to the American reader is somewhat re- 
duced by the fact that data and illustrations 
refer primarily to British aircraft and power 
systems. 

Lr. Cot. SpurGEON H. NEEL, Jr., 
MC, USA 


CLINICAL BiocHEMIsTRY. 5th Ed. By Abra- 
ham Cantarow, M.D., Professor of Bio- 
chemistry, Jefferson Medical College, and 
Max Trumper, Ph.D., formerly Lecturer 
in Clinical Biochemistry and Basic Science 
Coordinator, Naval Medical School, Be- 
thesda, Maryland. 738 pages. W. B. Saun- 
ders Company, Philadelphia and London. 
1955. Price $9.00. 

Since the first edition appeared twenty-five 
years ago, biochemical observations have 
gained significance in an increasing number 
of abnormal states. The fifth edition has been 
virtually completely rewritten to bring the 
subject matter up to date. 

Cantarow and Trumper’s Clinical Bio- 
chemistry is not a laboratory manual. It is a 
book presenting basic facts and principles for 
the interpretation of biochemical data in vari- 
ous disease processes. A detailed discussion is 
presented from a clinical standpoint of the 
metabolism of the organic and inorganic com- 
ponents of the body, of water balance and 
acid-base balance, of respiratory exchange, 
and of endocrine, gastric, hepatic, pancreatic 
and renal functions. 

The authors do not consider diseases indi- 
vidually. Nevertheless they present practi- 
cally everything with relation to a particular 
disease, if reference is made to the index to 
which is devoted 100 pages. By way of ex- 
ample, the index for nephrosis lists 98 sepa- 
rate items. 

Cantarow and Trumper’s Biochemistry 
presents the material relevant to the bio- 
chemical approaches to the diagnosis, prog- 
nosis and management of clinical disorders in 
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such a lucid and succinct manner that no phy- 
sician or surgeon could afford to be without 
this new edition. 

Lr. Cor. Vicror E. Levine, USAFR 


CLINICAL ORTHOPAEDICS, NUMBER 5. By 
Anthony F, DePalma, M.D., Editor in 
Chief. 242 pages, illustrated. J. B. Lippin- 
cott Company, Philadelphia and Montreal. 
1955. Price $7.50. 

This is the fifth volume of a series of semi- 
annual issues published under the auspices of 
the Association of Bone and Joint Surgeons. 
It consists of a series of original articles pub- 
lished in book form. The format of the pre- 
ceding issues is retained with the addition of 
a “Summario in Interlingua” at the conclu- 
sion of each article for the benefit of non- 
English readers. 

This volume, like previous issues, is di- 
vided into two sections. In the first section 
the editors have judiciously selected seven- 
teen articles whose subject and material com- 
prise a comprehensive symposium on back- 
ache. The subjects include historical back- 
ground, evolutionary considerations, ana- 
tomic, mechanical and pathological causes, 
industrial complications, examination, ma- 
nipulation and conservative and operative 
treatment for backache. The conservative 
treatment with exercises is stressed and end 
result studies of patients with surgical man- 
agement are included with recommendations 
and criteria for types of surgical manage- 
ment. 

The second section on General Ortho- 
paedics includes eight miscellaneous articles 
covering such subjects as Codman’s tumor, 
hematogenous osteomyelitis, anterior tibial 
epiphysitis, transplant for deltoid paralysis, 
spinal adaptation syndrome, surgical treat- 
ment for correction of deformities in osteo- 
genesis imperfecta, skeletal spine traction and 
special nail holder and driver. 

The articles are clearly written, well illus- 
trated with charts, black and white prints and 
line drawings. Views expressed in each article 
are those of the author and properly do not 
always coincide with each other. References 
follow each article and are annotated within 
the text. There are a minimum of spelling 
errors and a good index is included. 

The editors have succeeded in their aim of 
publishing in book form a series of easily 
read original articles, each complimenting the 
other in symposium form. Although this book 
is an official publication of the American 
Fracture Association there is little in the 
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context to identify this relationship. 

This book is recommended for reading by 
all physicians for a better understanding of 
many patients with orthopaedic conditions 
which they may see from time to time to en- 
able them to more intelligently advise their 
patients. 

Cot. JosepH W. Batcu, MC, USA 


PSYCHIATRY AND THE Law. By Paul H. 
Hoch, M.D., and Joseph Zubin, Ph.D., 
New York State Psychiatric Institute. 
Grune and Stratton, New York and Lon- 
don, 1955. Price $5.50. 

This volume contains the proceedings of 
the forty-third annual meeting of the Ameri- 
can Psychopathological Association held in 
New York City in June 1953. 

Fourteen authors, both legal and psychi- 
atric, express their views regarding certain 
aspects of the very important field of law and 
psychiatry. A varity of subjects is discussed 
which includes : the legal philosophy of crime 
and punishment as related to the total com- 
munity ; criminal responsibility ; how psychi- 
atry operates in certain legal settings in New 
York and Massachusetts; the sex offender; 
and the concepts of “pseudopsychopathic 
schizophrenia” and diminished responsibility. 

A stimulating and thought provoking col- 
lection of papers is presented which raises 
many questions in the minds of those of us 
concerned with psychiatry and the legal proc- 
ess. 

Maj. LAWRENCE L. WASHBURN, 
MC, USAR 


New AND Non-OrFIictaAL REMEDIES—1955, 
Council on Pharmacy and Chemistry, 
American Medical Association. 653 pages. 
J. B. Lippincott Company, Philadelphia 
and Montreal, Publishers. Price $3.35. 
This excellent volume, published annually, 

while designed to provide physicians with 
current information on the action, usage, 
limitations, and dosage of relatively new 
drugs as will promote the practice of rational 
therapeutics, is of immeasurable value to hos- 
pital pharmacists, and other para-medical dis- 
ciplines concerned with clinical pharmaco- 
logical evaluations. 

This is the last edition of N.N.R. to con- 
tain a listing of drugs by brand names. 
Future editions will list drugs by generic 
names only in accordance with the Council’s 
plans for the expansion of its drug evaluation 
activity. 
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Because of the uniqueness of this reference 
text, a word at this time concerning the prin- 


ciples governing the evaluation of drugs for 


inclusion in New and Non-Official Remedies 
would appear appropriate. Robert T. Stor- 
mont, M.D., Secretary of the A.M.A.’s Coun- 
cil on Pharmacy and Chemistry in a recent 
article appearing in the Bulletin of the 
American Society of Hospital Pharmacists 
(Vol. 12, No. 5, Sept.-Oct., 1955) stated that 
“the Council evaluates evidence pertaining to 
the safety and usefulness of medicinal agents 
offered or intended for use in or on the 
human body for the diagnosis, prevention, or 
treatment of disease. 

“The Council encourages the early adop- 
tion and use of a nonproprietary name, for 
general use in prescribing, naming, and iden- 
tifying each drug. The Council believes that 
such names tend to diminish confusion and 





are in the interest of the patient and physi- 
cian. Each drug evaluated is described by a 
nonproprietary name. 

“The Council does not accept, endorse, 
recommend, or guarantee any individual 
brand or preparation of a drug described in 
New and Non-O ficial Remedies. The Council 
does not undertake to test or analyze samples 
or to review or investigate manufacturing 
and control procedures. The Council does not 
purport to ascertain whether or not any firm 
has complied with federal, state, or munici- 
pal laws and regulations.” 

In the opinion of the reviewer, this is one 
of the few “must” working references, along 
with the U.S.P. and N.F. that should be on 
the desk or bench of practicing physicians 
and pharmacists. 

GeorGE F. ARCHAMBAULT, 
PHARMACIST Director, USPHS 
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Functional Otology. The Practice of Audi- 
ology, by Morris F. Heller, M.D. with 
Bernard M. Anderman and Ellis E. 
Singer. Springer Publishing Inc., 
New York, N.Y. Price $5.50. 

Therapy of Fungus Diseases, edited by 
Thomas H. Sternberg, M.D. and Victor 
D. Newcomer, M.D. Little, Brown & Co., 
3oston, Mass. Price $7.50. 

General Atlas of Surgery, by Joseph R. 
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